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Editorial 
It is well recognized by anyone engaged in 
the study or practice of medicine, that under 
the present system of instruction, four years 
of undergraduate training is probably the 
absolute minimum amount of time required to 
graduate with a degree in medicine and then 
be turned loose on the unsuspecting public as 
a callow intern. 
During these four years the student has an 
obligation both to society and him or herself 
to make this period as productive as possible. 
This responsibility is accentuated by a large 
number of factors of which probably the most 
important are, the amount of time devoted to 
us by the teaching staff ; the subsidisation of 
our education by the taxpayer; and the 
apparent insatiable appetite by the country 
for more physicians. 
How much time should be devoted to formal 
education and how much to leisurely activities 
is the dilemma which faces the average 
student like myself? This almost becomes an 
anxiety situation for many of us, particularly 
during the school year as every minute spent 
away from studying is accompanied by an 
uneasy conscience that we should really be at 
home or m the library endeavouring to absorb 
the vast amount of knowledge medical 
science considers necessary for us to 
possess. 
Can we achieve an equ itable balance 
between our studies and extra-curricular 
act ivities without the fear of being inadequate 
in examinations or more important in our role 
as future physicians? One would dearly love 
to be able to say that a magic formula is 
available which can be applied to th is 
problem as simply as the division of our 
curriculum into definite hours of instruction 
for each subject. Clearly there is no answer 
available, as it is the responsibility of each 
student to decide where they wish to 
concentrate their endeavours. Consequently, 
there are students who spend up to sixteen 
hours a day studying to the exclusion of any 
other interests or diversions. On the other 
hand, some students seem to spend an 
inordinate amount of t ime indu lg ing in 
activities wh ich have no apparent bearing to 
the study of medicine. 
Possibly a balance cou ld be very easi ly 
achieved, without causing undue anxiety, if 
the extra curricu lar act ivi t ies do, in part , 
center around the social and intellectual 
framework of the school. There are Societies , 
Clubs, and social functions made available 
to us under the sponsorsh ip of the Hippocratic 
Society and one cannot help but think that if 
a student is to maintain a moderately well 
rounded and informed attitude toward his 
fellow man the Medical School offers an 
excellent framework for the nuturing and 
growth of social and professional 
responsibilities. 
As previously mentioned, the student has a 
direct responsibility for gaining the best 
medical education possible but I would 
suggest that it is also their responsi bility to 
effectively enlarge their talents and interests 
so that he or she is not accused of being 
purely a technician , rather than an educated 
person able to make decisions on a 
professional and social level. If a student 
enters medicine merely to obtain a 
satisfactory technical training , a University 
Medical School is not the place for them to be. 
Without embarrassing you by waving the old 
school flag , this Medical School offers an 
un limited number of opportunities and a short 
but illustrious tradition to study and enjoy 
your four years as a person primarily 
interested in medicine but conscious that we 
are not parasites on the School or Society. 
Nowadays, as soon as the last lecture 
comes to an end everybody rushes off in all 
directions not to reappear until the first 
lecture the next day (with luck). Often the 
majority of meetings in the evening are in 
the pub where fortunately a thirst can be 
quenched along with a good conversation 
rang ing from 'shop' to nonsense. As an eager 
observer of such events, one cannot but gain 
the impression that a large number of 
students th ink it a weakness of mind to 
volunteer spare time to school act ivities, and 
in fact , if the odd student does take on the 
responsibility of being an officer in one of the 
Societ ies it implies they wish to increase their 
ego rather than have any sincere aspirations 
to maintain or increase the reputation and 
effectiveness of the School. 
In the end it seems that only a small 
minority become involved in supporting 
extra-curricular activities and at least it is 
hoped that they all derive a great deal of 
satisfact ion from it. Some times they become 
too involved but do not forget , that as a 
physic ian in the commun ity, we will be 
continually called upon to devote our t ime to 
act ivities not directly connected with the 
pract ice of medicine but of benefit to the 
community. The undergraduate years are an 
excellent period to recognize such talents or 
inadequacies in this regard and to put them 
to good to use. Continued on page 76 
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Appreciation Dr. R. A. H. Kinch 
" The better part of one's life consists of his 
friendships."- Abraham Lincoln. 
Dr. R. A. H. Kinch came to London in 1957 
as Professor and Head of the Department of 
Obstetrics and Gynecology at The University 
of Western Ontario and Ch ief of Obstetrics 
and Gynecology at Victoria Hospital. His 
profess ional, scientific and academic 
achievements, both notable and numerous, 
have been recorded elsewhere. Let us look 
at some of his other accompl ishments. 
Short ly after his arrival , this man won the 
hearts, co-operation, respect and loyalty of 
students, colleagues and all of those fortunate 
enough to be assoc iated with him. He was 
twice elected Honorary Class President of the 
Graduating Class and once elected Honorary 
President of the Hippocratic Society. In 1966, 
he received the Class of 1962 award inscribed 
as follows : " Presented to a teacher who has 
contributed in an outstanding manner to the 
graduating class on an academic , social 
and/ or personal level. " A long-established 
professional fraternity conferred honorary 
membership upon him and their testimonial 
dinner prior to his departure was a precedent. 
Editorial-Continued from page 75 
Certainly there is a definite place for 
extra-curricular activities in this School , 
part icularly when it benefits either the school 
o r the community and it is mandatory for 
everyone of us to realize that partic ipation in 
such activities can ultimately benefit the 
person he is treating and the person he is. 
Studies must, by necessity, take precedence 
to social activities but they should never 
become such a source of anxiety that a 
student's personality and social 
responsibi lities suffer. 
I will end facetiously by saying your study 
worries will disappear if you will always 
remember the immortal words of a great 
Roman ph ilosopher whose name I have 
conven iently forgotten : " Tauri excretum 
cerebrum vincet ". 
I am sure there is no need for me to offer 
the Eng lish translation. 
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Photo by Roy Kumano 
Dr. R. A. H. Kinch 
Although usually busy and on the move, he 
always paused to answer questions and offer 
helpfwl advice. His counsel on academic, 
personal and social matters was sought by 
many, and he did much to encourage students 
and junior colleagues. 
He championed academic freedom and 
foresaw reform of University Government. 
Delegation of authority and division of 
responsibility was practiced in his 
Department. His ability to kindle the interest, 
imagination and loyalty of young men soon 
became apparent in an excellent resident 
training programme that attracted candidates 
from all of Canada. He stimulated continuing 
education and the Refresher Day in Obstetrics 
and Gynecology was always well attended. 
Act ivit ies were not limited to scholastic 
achievements and campus life. A supporter of 
the Art League, he was often their spokesman. 
A proponent of improved sex education in 
schools, he wrote a textbook on the subject. 
In his more quiet moments, he might be 
found relaxing with his family , reading a good 
book, admiring his art or struggling with his 
garden. 
We at Western acknowledge this man 's 
services, regret his decision to move and 
thank him for staying ten years. 
We wish him well. 
An Introduction to Echoencephalography 
David E. Lehtinen '69' 
Echoencephalography is rapidly becoming 
a very valuable aid in the diagnosis of 
intracranial lesions. Leksell in 1956 was the 
first to describe the use of pulsated 
ultra-sound in determining the position of 
midline structures within the skull. Since then 
many improvements have been made, both in 
the equipment and in technic with the 
result that today, echoencephalography is 
being used extensively in many hospitals. 
Echoencephalography works on a principle 
similar to sonar. When high frequency sound 
waves strike an interface, across which there 
is a density gradient, some of the waves pass 
through but a portion of the waves are 
reflected backwards and can be picked up by 
a receiver. 
The machine in use at Victoria Hospital , 
London, Ontario, is an Ecoline 20 made by 
Smith-Kline Precision Instruments. The probe 
contains a barium titanate crystal which 
produces a beam of pulsated sound waves of 
a frequency of 2.2 megacycles per second. 
The same crystal acts as the receiver for the 
reflected waves-the echoes. The machine 
determines how long it takes for a sound 
wave to go out, strike an interface and return. 
Since the speed of sound through soft tissue 
is known, the mach ine can determine how far 
the interface is from the probe and the echo 
then appears on a calibrated oscilloscope as 
being so many centimeters from the surface 
of the probe. 
One of the big advantages of 
echoencephalography is that the machine is 
small and portable and therefore the 
examination can be done at the patient's 
bedside or in emergency if necessary. The 
probe is placed on the scalp just above the 
right ear, some contact media such as 
vasoline or Aquasonic being used to assure 
good contact between the probe and the skin. 
The probe is then directed toward the 
corresponding point on the oppos ite side of 
the skull in an attempt to pick up echoes from 
the far side of the skull. Once this is 
accomplished the probe is rocked slowly in 
various directions to pick up the echo from 
the midline structures. Unfortunately, the 
midline echo is far from being as distinct as 
a calcified pineal on x-ray, however the 
midlir.e echo is always the strongest and most 
persistant echo in the area and with 
experience can be identified with great 
accuracy. 
Once the desi red echoes are found the 
trace is photographed with the Polaroid 
camera attachment and the examination 
repeated from the correpsonding point on the 
left side of the skull. Finally two probes are 
placed on the two sides of the head and the 
electronic midline is determined by the time 
it takes the sound waves to travel between 
the two probes. 
Interpreting the results of the examination 
can be very simple providing certain 
precautions have been taken during the 
examination. Firstly and most important, the 
far side echoes must be the same distance 
from the probe in the two traces for the 
results to be significant. Secondly, regardless 
of the presence or absence of displacement 
of midline structures, the distance from the 
probe to the midline as measured from the 
right, plus the corresponding distance as 
measured from the left must add up to the 
distance from probe to far side. If these 
precautions are met the displacement of 
midline structures is the difference in the 
position of the midline as measured from the 
two sides divided by two. Any displacement 
of the midline greater than three millimeters 
is considered pathological and may be due to 
a tumor, cyst or hemorrhage which can then 
be further investigated by contrast radio-
graphy, brain scan or electroencephalography. 
Photograph 1: The top tracing is from the 
right side of the skull, the middle tracing 
from left side and the bottom tracing is at 
the electronic midline. Each tracing from 
left to right demonstrates the echo obtained 
from the Crystal Artifact, the midline, the 
far side of the skull and the skin-air 
interface. 
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Ford and McRay increased the usefulness 
of echoencephalography when they describe 
a technique for determining the size of the 
third and lateral ventricules by ultrasound.' 
Obtaining the echoes from the walls of the 
posterior third ventricle by their technic is 
just slightly more difficult than doing midline 
determination and can yield valuable 
information as to the size and position of the 
third ventricle. The two echoes straddle the 
midl ine and are thereby another ind icator of 
the position of midline structures and is 
therefore a useful check on the accuracy of 
the midline echo determination. Measu ring 
the lateral ventric les gives further 
information as to the presence or absence of 
hydrocephalus and may disclose displacement 
of midline structures at the level of the 
second part of the lateral ventricles. 
Photograph 2. Normal Echogram: Tracing of 
the Posterior third ventricle in the same 
patient shown in Photograph 1. Note the 
normal echos from lett to right showing the 
Crystal Artifact, Lateral Ventricle Wall, 
Midline Lateral Ventricle Wall, and Far Side 
of the Skull. 
Photograph 3. Abnormal Echogram: A Left to 
Right Shift in a patient with a Subdural 
Hematoma subsequently proven by 
arteriography. 
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Photograph 4: Third Ventricle Tracing in the 
same patient indicating a Lett to Right 
Shift. 
It is unfortunate that one cannot be 100% 
sure that what appears to be the echo of the 
midline is in fact arising from these structures. 
Nevertheless, Ford and Ambrose found that 
their determination of the presence or 
absence of midline displacement agreed with 
the radiological findings in better than 93% 
of 1,000 consecutive cases.' Ford has also 
shown that the size of the th ird and lateral 
ventricles as measured by ultrasound 
correlates well with the sizes as determined by 
pneumoencephalography or ventriculography. 
Improvements in the equipment as well as 
increasing experience will undoubtedly 
improve the accuracy of echoencephalography 
in the future. 
Echoencephalography is a quick, reliable 
technic for diagnosing many intracranial 
lesions. It requires no spec ial preparation of 
the patient, is atraumatic and can be done 
anywhere in the hospital. Of considerable 
value is the fact that it is easily reproducible. 
With good technic an experienced doctor or 
technic ian can determine displacement of 
midline structures and the presence or 
absence of hydrocephalus. It is probable that 
with refinements in the equipment and 
techmcs, lesions will be able to be better 
localized and perhaps even identified as to 
type with greater accuracy than is now 
possible by the various radiological technics. 
Echoencephalography is a relatively new area 
but will undoubtedly become as commonplace 
as the ordinary skull x-ray in the future. 
I am indebted to Dr. A. M. Ford, Montreal , 
for teaching me the technic of 
echoencephalography, Drs. Alcock and 
Drake for the help they have given me, and 
the Smith-Kline Precision Instrument Company 
for the loan of their machine. 
REFERENCES: 
1. Ford A. . McRoy D. Diagnostic Ultrasound. Plenum 
Press 1966. 
2. Ford A. , Ambrose J . Brain 86: 189-196, 1963. 
Prognosis: Hopeless 
Gary Koop '69' 
This article is intended as a rebuttal to 
the proposal for the legalization of 
Euthanasia as stated in " My Life or Yours" 
by James Laing, which appeared in the 
December 1967 issue of this Journal. 
The practice of medicine does not stand 
alone in its inconsistency. Lawyers, 
recognizing that human laws have evolved to 
protect social order, still proceed to defend 
the inalienable rights of their clients. 
Theologians, finding themselves alone here on 
earth proceed to spend the rest of their lives 
saying " God is with us" . Ph ilosophers seeing 
life apart from itself has no meaning, dedicate 
their lives to finding this meaning. Therefore, 
the fact that we as medical people attempt to 
sustain life and health inspite of our ultimate 
mortality is no just cause for sneering . We 
cure one d isease knowing full well that the 
patient will succumb to another. We sell t ime, 
and the fact that the public has been buying 
it shows us that the survival instinct is 
stronger than our recognition of ultimate 
mortality. This is true, probably because we 
come by our survival instinct more honestly 
than we do ou r mortality or " death instinct " 
as Freud put it. After all , we are the direct, 
legitimate descendents of a long ancestral line 
of survivors. The fact that the survival instinct 
may be a cosmic hoax does not alter the fact 
that it lies at the base of our profession. 
Therefore this is the main reason why we 
cannot label a case as " hopeless", inspite of 
the fact the prognosis of getting out of this 
world alive is very bad indeed. 
Euthanasia is the painless killing of persons 
when certain circumstances cause their life to 
be either useless or disagreeable. One cannot 
deny that the convict ion of uselessness or the 
feeling that life is disagreeable is a threat to 
survival. We become especially aware in the 
field of psychiatry that the incidence of 
suicide is highest where feelings of 
worthlessness abound ; that is part icularly in 
the elderly, the divorced and single, and the 
unemployed. We, as medical people, have 
always tried to deal with these potential 
su icides by restoring a feeling of usefulness 
and worthiness inspite of the possibility that 
neither of these two terms have ultimate 
mean ing. In the case of organic d isease wh ich 
may be disagreeab le and painfu l, we have 
tried to treat these by removing the cause of 
the disease, or, failing in this, by removing the 
cause of the pain without interru pt ing the 
other life processes as far as possible. Th is 
demands scientific skill which increases only 
as we permit ourselves to encounter these 
diseases. There are a multitude of once 
" hopeless" conditions which made life very 
disagreeable to the patient at one time. It is 
quite safe to say that if euthanasia had been 
practiced in the past, our knowledge of these 
diseases would have come to a standstill and 
they would still be a source of human woe. 
Medicine says we must buy time ; euthanasia 
says that the price of time is too high for what 
it is worth . It seems that medicine stops when 
euthanasia starts, and the latter can never be 
appropriated as one of the treatments to be 
used in the former. 
In historical states where euthanasia has 
been practiced, there have been strong 
elements of survival instinct. It did not seem 
possible economically to go to the expense of 
hospital space and medical care for people 
who were not contri but ing in a tangible way 
to the efforts of the state. Hence it was not 
that the legislation on euthanasia contradicted 
the survival instinct, but rather that the 
emphasis of survival was shifted from the 
individual to the state as a whole. Is was a 
case of politics coming out on top over 
medicine. 
But it is not mainly the economic costs that 
worry us here in Canada. We have no great 
national goal at present that demands the 
sacrifice of lives to keep the economy afloat. 
The twofold problem for us lies in the 
personal costs to the suffering individual and 
his family. First is the knowledge on the part 
of the individual that he is in an involutionary 
period of life and is becoming progressively 
less " human". Second is the anguish of the 
relatives as they watch and wait for a loved 
one to die. The medical approach to th is 
problem is through psych iatric counselling , 
but is euthanasia a better way of dealing with 
this problem? 
There is a strong movement in favour of 
permissive legislat ion on euthanasia in the 
Western democrac ies. The threat to the 
practice of medicine here comes not from 
politic ian interest on fulfill ing certain goals of 
the state, but primarily from ph ilosophies 
intent upon the preservation of the " good life". 
The primary element of th is supposed " good 
life" is freedom from pain. When we see what 
a large section of medical practice is devoted 
to the relief of pain, it would seem that we 
have accepted the ph ilosopher's definition of 
" the good life" . However, the larger goal of 
preservation of life is always foremost as is 
evident in our definition of the ideal analgesic 
(which , incidently, has not yet been 
discovered). The idaal analgesic does not 
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interfere with any bodily functions except the 
relief of pain. Euthanasia, medically speaking, 
is thus far from the ideal analgesic ; even 
though it does relieve pain ! Some analgesics 
are not particularly potent but are at least 
quite harmless and therefore widely used. 
The more potent ones are increasingly perfect 
and dangerous, but these risks can be 
accepted in certa in cases when one wishes 
to prevent contamination of an operative site 
or possible su ic ide. The fact that patients 
sometimes die as a resu lt of their use is a 
risk inherent in their imperfection and is not a 
breach in the greater goal of the preservation 
of life and health. 
Before we determine if a legal stand for 
euthanasia is possible, let us first examine the 
possibility of involving the medical profession 
in the legislation of possible laws. The 
proposed draft the Euthanasia Society 
authorizes euthanasia if:-
1. The patient suffers from a distressing 
terminal illness ; 
2. The patient sustains a distressing, 
permanent injury. 
3. The patient's brain deteriorates to the 
point where he becomes irrational. 
In the first instance, although doctors speak 
of terminal illness, this is done with the 
realization that increased knowledge could 
rapidly change the prognosis-knowledge 
which could not be gained except through 
experience with the disease. To a doctor, 
terminal does not mean " hopeless" in the 
layman 's sense, but is merely the application 
of statistics to an individual case. Doctors do 
not give " hopeless" prognoses. 
There is also a problem with the word 
"distressing " . Does the Doctor, according to 
this wording , accept the fact that the patient 
is distressed, or does he, as he has done in 
the past, try to relieve the distress with the 
use of analgesics? The problem with th is 
word also obtains in the second case. The 
draft here calls for euthenasia in a permanent, 
" distressing" injury but who decides th is. 
Even if the patient is conscious after an injury 
which seems to him distressing at the time, 
he may eventually be incorporated into a 
useful form of life. A pool shark might find the 
loss of his left thumb permanent and 
distressing to the point where he desires an 
end to his life , but psychotherapy could 
possibly be successful in enabling him to 
accept his injury and to remodel his li fe 
accordingly. 
The third indication for euthanasia is even 
more difficult to place with in the realm of 
medicine. Scientists tell us that we beg in 
deteriorating mentally in early adu lthood, and 
the point at which someone becomes irrational 
is not easy to determine object ively. Thus the 
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attempt to involve the medical profession in a 
legal proposal fa ils, and the Euthanasia 
Society shou ld redirect its efforts to the 
legalization of su icide in general. As a 
profession, we fee l that su ic ide is preventable 
and the Euthanasia Society shou ld expect 
strong opposit ion from us. 
There are other problems in the draft 
proposal by the Euthanasia Society. Firstly, 
there is no statement of who commits the final 
act. There is on ly the statement that it need 
not be the patient's doctor or the nurses who 
are caring for the patient. Secondly, there is 
no spec ificat ion as to how the person is to be 
killed . This leaves the admin istrator open to a 
suit of cruelty instigated by the surviving 
relatives. Th irdly, there is the problem of 
safeguards. According to the draft the request 
for euthanasia must be signed at least three 
months prior to its administrat ion, and this is 
meant to safeguard against future changes in 
attitude. Euthanasia itself is the best 
safeguard that a person does not change his 
mind about desiring death. The signed 
statement can be revoked verbally at anytime, 
but what if the patient is unconscious? Even 
if he is conscious, who decides that he is 
" rational" and really wants to change his mind 
about euthanasia? Is his statement then 
accepted as invalid and euthanasia carried 
out as according to his signed document? 
Mr. Laing and others make a point of saying 
that while they support euthanasia in instances 
where the person expressed a desire for 
death, they would be less likely to support 
" involuntary" euthanasia performed in a given 
set of circumstances regardless of the 
patient's desires. The attempt to keep us from 
linking the proposed legislation up with the 
hard lesson we learned about "big brother" 
societies is laudable, but an important point 
is missed, which binds voluntary euthanasia 
inextricably to " involuntary euthanasia". The 
point is that the laws as they stand have an 
effect on our cultural attitudes which in turn 
mould our individual " desires". Voluntary 
euthanasia can be compared to suicide as far 
as moral significance goes. We have laws 
against suicide, not because a person can be 
punished and his behaviour altered if he is 
successful, but rather because the law creates 
a soc ial att itude which is unfavourable to 
suicide, branding it as cowardly, dishonorable, 
etc. A change in this law would be reflected 
in a change in social attitude leading to an 
increase in a given ind ividual's " desire" to 
end his li fe . So the difference between 
voluntary and involuntary euthanasia becomes 
less c lear when we see how an individual 's 
" desires " can be affected, by social laws. It 
would be simple to draft a law which would 
produce a change in soc ial attitudes, giving 
each c it izen a proper sense of duty to die at 
A Case of 
with Brain 
Neurofibromatosis 
Tumour 
George Deagle '68' 
History: 
CHIEF COMPLAINT: Th is 52 year old male 
was admitted August 29, 1967, complaining of 
difficulty in speech ; as well as weakness of 
the left side of his face. 
HISTORY OF PAST ILLNESS: On 
approximately Ju ly 20, 1967, the patient noted 
slurring of speech, with increasing severity 
during next two months. By mid August the 
left facial weakness was well developed, 
causing the patient to think he had suffered a 
stroke. Although the patient felt generally 
weak, he denies onset of any headache, 
nausea or vomiting ; auditory, vestibular or 
ocular abnormalities since mid July. On 
September 6, the patient noted his left hand 
was becoming useless, with diff iculty grasping 
objects. On September 19, the patient noted 
some difficu lty in swallowing. 
PAST HISTORY: The patient states he was a 
normal baby and had an uneventfu l ch ildhood. 
He noticed the first cutaneous nodu le when 
he was approximately 20 years old ; many 
more appeared between 1935 and 1945, with 
little progression in the number or size of 
Prognosis-Continued from page 80 
the " correct" time, all completely voluntary of 
course. 
So the problem for the lawmaker is this : Do 
we want to promote a cu ltural attitude 
whereby our elderly or useless individuals are 
killed under certain g iven c ircumstances, or 
do we want to promote the high values of life 
which gives the individual strength to endure 
suffering until the forces of nature surpass 
man's efforts. Recognizing the inconsistency 
of the former statement we, as medical people, 
hold to the latter course. 
Su icide and euthanasia are society 's ways 
of killing the individual, anarchy is the 
individual 's way of ki ll ing society. Yet, man 's 
evolutionary past being what it was, neither 
can exist without the other, society the 
murderer can no more exist than man the 
murderer. The fate of Western democracies 
hangs in a delicate balance, and to tip this 
balance with a change in social attitude 
toward an ind ividuals li fe could prove 
ultimately disasterous. 
The author is indebted to Dr. P. Greenhaw, 
and the other physicians associated with 
this case for their kind assistance. 
these lesions since then. The patient had a 
tonsillectomy in 1941 ; in 1942 a baseball sized 
mass, presumably a plexiform neuroma, was 
removed from the lateral aspect of his right 
arm just below the elbow, and skin grafting 
was required. In 1959, the patient, while at 
work, noticed sudden painless onset of the 
right hand weakness, wrist drop with ulnar 
deviation of the hand and inability to extend 
or abduct the right thumb, wh ich has 
persisted to the present. The patient has 
inhaled smoke from approximately two 
packages of cigarettes per day for the past 40 
years with result ing chron ic chest disease, 
which has caused shortness of breath on 
exertion for the past five years. The patient 
has had a paroxysmal productive cough 
espec ially in the morning. 
FAMILY HISTORY: Th ree deceased 
members of the patient 's family have had 
neurofibromatosis. His father died in the 
1930's from a bowel complicat ion ; a brother 
who d ied at age 37 had cutaneous lesions 
much more severe than those of the patient. 
A brother age 41 at death had milder lesions 
than the patient. 
FUNCTIONAL ENQUIRY: 
1. Left facial weakness with 
(a) difficulty forming speech 
(b) drooling (see photograph 1) 
2. Loss of function of left hand, beginning 
approximately September 3, 1967. 
Photograph 1. Frontal view showing left Facial 
Paralysis . 
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3. Ulnar deviation and useless thumb of 
right hand since 1959. 
4. A degree of aphasia of recent onset, 
which is becoming progressively worse. 
5. Chronic cough with the production of 
whitish sputum especially in the morning. 
6. Shortness of breath on climbing more than 
one flight of stairs. 
PHYSICAL EXAMINATION : 
Temperature 98°F, pulse 80/ min., 
respirations 16/ min., B.P. 128/ 88. General 
description : The patient is left-handed; has a 
swarthy complexion ; left facial weakness is 
obvious. There are numerous cutaneous 
nodules over body from match head to pigeon 
egg size. Several 'cafe-au-lait' spots are seen. 
(See photograph 2) . 
Photograph 2. Abdominal Wall showing 
cutaneous nodules, and central cafe au 
fait spot. 
Head and neck : 
Ear nose and throat normal. Eyes-pupi ls 
equal and reactive. Fundi not well 
visualized. Mouth-some atrophy, left side 
of tongue. No bruits were heard over the 
head or neck. 
Heart : 
Apex normal position. Heart sounds faint. 
Rhythm is regular. 
Chest : 
A.P. diameter is increased , with poor 
expansion during respiration. Chest is 
tympanic to percussion, and expiratory 
rhonchi are heard especially at the right 
apex. 
Abdomen: 
No palpable masses. Liver and spleen not 
enlarged. 
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Rectal : 
Internal hemorrhoids are felt. Prostate small. 
Extremities: 
Right arm ; A large, soft tumour mass, 
measuring 23 x 24 ems, extends on the 
extensor surface of the arm above and 
below the elbow. There is ulnar deviation of 
the right hand. (See photograph 3). The 
thumb is abducted across the palm 
indicating radial nerve palsy. 
Left arm: Middle and index fingers are not 
well flexed. 
Left leg : A large cafe-au-lait spot over left 
patella. 
Photograph 3. Lateral view of right forearm 
showing large plexiform neuroma and ulnar 
deviation of the hand. 
NEUROLOGICAL EXAMINATION: 
Cranial nerves: There is weakness of 
muscles on left side of face supplied by 7th 
nerve, except frontalis muscle function is 
intact, indicating an upper motor neuron 
lesion. Taste function of anterior 2/ 3 of 
tongue was intact, indicating pre-central 
involvement only. Tongue deviates to the 
left, indicating some 12th nerve involvement. 
Sensations: No abnormalities. 
Reflexes : Left arm brisker than in right. Knee 
jerks equal. Left ankle jerk increased to 
point of clonus. Plantar responses normal. 
Power and Tone: Right arm-flaccid paralysis 
of muscles supplied by radial nerve below 
elbow. Left arm-weakness in muscles of 
supination and pronation, finger and wrist 
extension, and index and middle finger 
flexion. Left leg-increase in muscle tone 
and some weakness on dorsi-extension of 
foot. 
Cerebellar Function: Rhomberg test normal. 
Heel-shin test equivocal. 
Cerebral Function : Aphasia-This was mixed, 
with motor and expressive components. 
LABORATORY FINDINGS: (Aug. 30 , 1967) 
HGB. 14.4g% , HCT 45% , E.S.R. 37 
mm/ 1 hour, W.B.C. 8,800 per cu .mm. 
Urinalysis-normal, B. U.N. 14mgs. % . 
X-rays-skull films normal. 
E.E.G. moderately abnormal record ; infrequent 
sharp wave act ivity, and high voltage Beta 
activity from the right temporal area , 
indicating an abnorma!ity present. 
Brain Scan : (See photograph 4) A discrete 
area of high uptake is seen in the right 
pre-central, supra-Sylvian area. 
Photograph 4. Brain Scan showing well 
localized lesion . 
CLINICAL COURSE AND 
POST-MORTEM FINDINGS 
The patient underwent a right craniotomy. 
and a metastatic mucin-producing 
adenocarcinoma, from unknown primary site , 
was encountered in right post-frontal , 
su pra-Sylvian area. 
His cond ition deteriorated until death in 
hospital Jan. 5, 1968. Post-mortem studies 
revealed a bronchogenic ca rci noma arising 
from the right lower lobe bronchus, wi th 
extension to h ilar lymph nodes, and the 
surround ing lung parenchyma. There we re 
metastases to the right adrenal g land , some 
abdominal nodes, and the du ra mater of the 
right midd le c ran ial fosse. Other find ings 
inc luded b ronchopnemonia, and severe 
emphysema in both upper lobes. 
Microscopic sections and brain sections are 
unavailable at the time of publication. 
DISCUSSION : 
This patient presents a classical clinical 
picture of Von Reckl inghausen 's disease, 
complicated by int racranial tumour. 
Neurofibromatosis is inherited as a 
mendel ian dominant tra it, and has an 
incidence of approximately 1/ 3000 births. The 
characteristic lesions are pale yellow-brown 
pigmented macules on the skin known as 
'cafe-au-lait' spots, as well as numerous 
neu rofibromas, which represent hyperplasia or 
neoplasia of ectodermal elements of the 
peripheral nervous system. 
There are many other assoc iated lesions in 
this d isease includ ing : plexiform neuroma as 
illustrated on the right forearm of this patient ; 
congenital vertebral abnormalities leading to 
scoliosis ; phakomas on the ret ina; 
sarcomatous change in a neurofibroma; or 
increased inc idence of other types of 
tumours. ' Th is latter characteristic was of 
special interest s ince c linical and laboratory 
fi nd ings c learly ind icated a progressive lesion 
in the right Rolandic area. 
Rod riguez and Berthrong reviewed 
forty-nine cases of neu rofi bromatosis 
assoc iated with single or b ilateral acoustic 
neuromas. Of these, twenty-six c ases (54.2% ) 
had intracran ial men ing iomas, and twenty-two 
cases (44.8%) had g liomas.' The rapid 
progression of symptoms in this pat ient during 
early Sept. , 1967 raised suspicion that th is 
was a malignant tumour of a relatively 
fast-growing nature, as contrasted to the more 
benign nature of a meningioma. The most 
likely tumour one would suspect was then a 
glioma, probably of the glioblastoma 
multiforme type. Gliomas comprise about 
43% of intracranial tumours, whereas 
metastatic tumours comprise 15.4%.' 
Considering the metastatic tumours, one 
expects to find the primary site in lung in 
35-40% of cases.' The prognosis, of course, is 
good after complete removal of a mening ioma, 
rather guarded with g liomas since complete 
removal is difficult, and dismal in the case of 
metastatic carcinoma, as illustrated by this 
case. 
CONCLUSION : 
A case of neurofi b romatosis is presented 
with the c linical s igns of a tumour in the right 
Rolandic area. A lthough the incidence of 
mening ioma, and glioma is much higher than 
normal in patients with neurofibromatosis , this 
patient was found to have a metastatic 
tumour arising from a pr imary site in the lung. 
The rel ationsh ip of th is to the pat ient's history 
of excessive cigarette smoking, wou ld seem 
more pertinent than its possib le relat ionship 
to neurofibromatosis. 
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Emphysema 
J. Paul Newell '66' 
INTRODUCTION 
Th is brief article is a summary (with the 
addit ion of some recent findings) of a paper 
presented to the A.O.A. in the early part of 
1966. The bibliography was a long one, but 
since disappeared. Much credit can be given 
to the text by Christie and Bates, wh ich gives 
the best possible understanding in a subject 
still hedged with controversy. 
DEFINITION 
Emphysema can be defined only in 
morphologic terms, and the currently accepted 
definition is that of the American Thoracic 
Society and the World Health Organization. 
" Pulmonary emphysema is an anatomic 
alteration of the lung characterized by an 
abnormal enlargement of the air spaces distal 
to the terminal , non-respiratory bronchiole, 
accompanied by destructive changes of the 
alveolar wall. " Hyperinflation must be 
associated with attenuation and loss of 
alveolar septal tissue, breakdown of the 
normal connective tissue framework, and loss 
of some elastic tissue. 
PATHOLOGY 
Two basic patholog ic entities are described. 
The two may be mixed, especially in severe 
disease. The only true diagnosis is made on 
whole lung macrosection. 
1. Centri lobular emphysema ; primari ly a 
destructive lesion, occuring in the region of 
the respiratory bronchioles. Destroyed and 
enlarged bronchioles become confluent, and 
form spaces toward the centre of the lobule, 
leaving intact parenchyma at the periphery. 
These changes occur more frequently in the 
upper zones of the lung. Evidence of 
bronchiolar infection is always present, 
suggesting an inflammatory etiology. The 
majority of patients with clinical emphysema 
show these centrilobular changes. 
2. Panlobular (Panacinar) emphysema; The 
entire lobule is involved distal to the 
non-respiratory bronchiles. Lobular tissue 
becomes pale and attenuated, but bronchiolar 
inflammation and distortion are inconspicuous. 
This entity is randomly distributed, tending to 
be most severe in the lower lung zones. 
For completeness, but without description, I 
should mention four other pathologic entities ; 
perifocal , interstitial ; localized and focal 
emphysema. 
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INCIDENCE 
Good information is lacking, perhaps 
because of the difficul ty in making a definitive 
diagnosis. 
The d isease is more common among males, 
though the panlobu lar type occurs mainly in 
elderly females. The correlation between air 
pollution and emphysema is poor; however, 
the inc idence is approximately 2 •;, times the 
normal in heavy smokers (nearly all have 
centrilobular emphysema). The average age 
of onset is 55 years, regardless of the country 
from wh ich the figures originate. 
One autopsy series showed severe 
emphysema in 6.5% of all cases, that in 2.5% 
emphysema was the primary cause of death, 
and that in 4% it was a major contributory 
factor. The amount of disability caused is 
shown in the fact that in 1962 (U.S.), 
emphysema was the third most frequent 
single reported cause of disability for which 
benefits were granted. 
ETIOLOGY 
Conservatively, one could say " unknown" , 
but there are four major theses. 
1. Obstructive: a long-lived theory which 
does not stand up under the pathologist's 
scrutiny. Obstruction may be implicated, but 
alone is not sufficient. 
2. Degenerative: atrophic changes in the 
lung, associated with aging , do not include 
loss of elastic tissue, and emphysema is NOT 
a disease of age alone. In any case, it is 
difficult to separate ageing from prolonged 
environmental factors. 
3. Familial : From the observed fact of 
disease clustering within certain families. This 
is a poorly val idated theory, and the clustering 
might be explained by adult mucoviscidosis, 
or the effects of environment. 
4. Inflammatory: By far the most attractive 
theory, because of the increased incidence 
in those with chronic bronchitis and repeated 
purulent bronchopulmonary infections. It is 
probably best to consider chronic bronchitis 
and emphysema as separate entities, since 
one can exist independent of the other. 
However, the association is such as to suggest 
the presence of an etiologic factor, frequently, 
but not invariably, associated with chronic 
bronchitis, bronchiol itis meets these 
requirements and it is Invariably present in 
centrilobular emphysema. It may well be that 
bronchiolitis and alveolitis cause necrosis and 
weakening of air sacs, making them more 
susceptible to the stresses of increased 
intrapulmonic pressure and bronchiolar 
obstruction with air-trapping. In any case, the 
frequent association of chronic bronchitis and 
emphysema is very important clinically, since 
it dictates a large part of the management. 
For completeness, I mention an autoimmune 
theory, currently unproven, but in line with 
modern medical thought in many diseases. 
DIAGNOSIS 
1. Clinical findings : The classical 
presentat ion is a dyspnoeic male of 
approximately 55 years, a cigarettes smoker 
for many years, with a 10-20 year history of 
chronic bronchitis, cough predominating and 
sputum production varying . The patient may 
present with dyspnoea alone. Initially, 
dyspnoea is episodic, exertional and 
aggravated by cold and damp; ultimately it is 
constant. The more episodic the dyspnoea, 
the more likely it is to be due to reversible 
chronic bronchitis. 
The physical findings are unreliable, since 
they may present in all types of obstructive 
overdistention. Generally, the patient looks 
dyspnoeic , the neck veins distend on 
expiration, the chest is fixed in an 
hyperinflated position and the accessory 
muscles are large and active during 
inspiration ; rib margins flare and dorsal 
kyphosis may be present. Expiration is 
prolonged. Cardiac and hepatic dullnesses 
are impaired, percussion note is hyperresonant 
and the diaphragm leaves are displaced down 
with decreased mobility. Heart and breath 
sounds are distant, expiratory wheezing and 
rhonchi may be heard, if bronchospasm or 
excess secretions are present. 
Emphysematous breath sounds are distant on 
both quiet and augmented breathing , whereas 
in chronic bronchitis potentiation of breath 
sounds may occur on augmentation. 
Secondary physical effects are weight loss, 
poor muscle tone, loss of appetite and libido 
What disease state does this histological section demonstrate. 
See page 103 for the answer. 
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and increasing fatigue. Blood volume is often 
increased. The relationship of polycythemia to 
arterial unsaturation is still not well 
established. 
Response to therapy can serve as a 
diagnostic tool ; some author has said 
" Steroid irreversibil ity is one of the clin ical 
criteria for the diagnosis of emphysema" . 
2. Radiologic Findings: Previous reliance on 
hyperinflation as a diagnostic criterion 
reduced the value of rad iology as an aid in 
d iagnosis. Special techniques have changed 
the picture to-day. 
Plain films are useful if they show:-
( 1) No change in translucency between 
inspiration and expiration ; 
(2) Bullae in the lung fields ; 
(3) Restricted diaphragm mobility ; 
(4) Bulg ing and flaring of the thorax with 
horizontal ribs, interspace widening 
and a large retrosternal air space ; 
(5) A small vertical heart. Increased 
translucency and a depressed 
diaphragm alone are useless. 
Tomograms are useful in out lining 
pulmonary vessels ; angiograms add litt le. The 
major find ings are :-
(1) large hilar vessels ; 
(2) narrowed widely-spaced vessels. These 
changes may be localized to the lower 
lung fields. Marked tapering of 
peripheral vessels with increase in 
hilar vessels is good evidence of cor 
pu lmonale. 
Bronchoscopy frequently demonstrates the 
changes of chronic bronchitis, which are 
alterations in bronch ial calibre, irregularities 
of the bronchial wall and filling of the 
enlarged mucous gland ducts with contrast 
media. The specific findings in emphysema· 
are :-
(1) Splaying of bronch ial radicles with 
widening of the angles of bifurcation; 
(2) Difficulty in filling peripheral bronchi 
because of decreased ability to 
aspirate contrast media; 
ATTENTION DEPARTMENTAL CHIEFS 
(3) Termination of small peripheral bronchi 
in berry-like opacities. This is called 
peripheral pooling and occurs in the 
dilated spaces ; 
(4) A most striking change in the dynamic 
activity of the bronchial tree with 
increased collapse of large central 
bronchi and decreased collapse of 
distal segments on expiration. 
3. Pulmonary Function Stud ies: 
(1) Vital capacity is normal or decreased ; 
(2) Total lu ng capacity is normal or 
increased ; 
(3) Residual volume and functional 
residual capac ity are increased ; 
(4) Compliance is increased. 
(5) First-second forced expiratory volume 
and maximum mid-expiratory flow rate 
are severely decreased ; 
(6) Disturbed V / 0 (Ventilation Perfusion) 
ratios result in decreased 0 ,, normal 
or increased CO,. 
COMPLICATIONS 
Emphysema is the commonest cause of both 
cor pulmonale and respiratory failure. 
1. Cor pu lmonale: Expressed in terms of 
pu lmonary hyptertension, right ventricular 
overload and right ventricular failu re ; right 
ventricular hypertrophy is more likely in 
severe emphysema. Recent studies have 
shown that the mechanism is probably that of 
pu lmonary arteriolar hyptertension, related to 
arterial anoxemia. Pulmonary arterial anoxemia 
causes arteriolar spasm which is persistent. 
It is believed that pu lmonary hypertension is 
maintained by alveolar hypoventilation, and 
thus it can appear at high altitudes and in the 
Pickwickian syndrome. 
2. Acute Respiratory Failure : For proper 
alveolar gas exchange, you must have:-
(1) Sufficient alveolar ventilation ; 
(2) Perfusion of alveoli w ith blood ; 
(3) Normal d iffusion of o, and CO, across 
the alveolar membrane. In emphysema, 
Do you ever experience difficulty in writing letters of recommendation for interns who 
have been entirely unsatisfactory? However you are very loath to write the truth as it could 
ruin his career for life. Could we suggest the following opening lines : 
1. This young man should go far . . . soon. 
2. Dr. -- has acted as my interne for the past six months to his entire sat isfaction. 
3. 1 am given to understand that Dr. --has been my interne for the past six months. 
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all three may be altered with 
decreased o , and increased CO, in 
the alveoli ; gas exchange is reduced 
and venous blood is returned to the 
heart. 
Respiratory failure may be precipitated by 
an acute bronchopulmonary infarction, cardiac 
failure, oversedation, or poorly controlled O, 
therapy. Symptoms and signs arise mainly 
from the C.N.S. and include headache, 
confusion , inability, somnolence, and coma. 
Cyanosis is not always present and is an 
unreliable sign of hypoxemia. The diagnosis is 
made on an arterial pCO, of more than 
55 mm. Hg, pO, of less than 50 mm. Hg. , and 
a pH of less than 7.15. 
MANAGEMENT 
Prevention, as always, is the epitome of 
management. There is a growing body of 
evidence in support of the contention that 
chronic bronch itis and emphysema might be 
largely eliminated, if humans did not smoke 
cigarettes. Our efforts should be directed at 
the young , and toward early diagosis. 
Chronic bronchitis, being so often present, 
treatment designed to relieve airway 
obstruction and to control bronchopulmonary 
infections often results in marked symptomatic 
improvements and increased physical 
capacity. Emphysema itself is irreversible. 
Steps in the management are :-
(1) Removal of irritants from the inspired 
air (smoke and pollutants) ; 
(2) Bronchodi lators , best given in 
nebulizers-isoproterenol and epinephrine are 
the best-these relieve bronchospasm. Oral 
bronchodilators should also be tried. 
(3) Vigorous Antibiotic therapy of frequent 
bacterial infections. Ampicillin is probably best 
in the acute situat ion , since most infections 
are due to Pneumococcus, H. influenzae, and 
Staphyloccus. Chemoprophylaxis with 
tetracyclines along with regular sputum culture 
during the winter months, is valuable perhaps 
because it makes you watch the patient, than 
because of its bacterial effect. 
(4) Removal of viscid secretions to relieve 
airway obstruction ; antibiotics and 
bronchodilators ; expectorants are rather silly 
since mucus production is already excellent ; 
mucolytics especially acetylcysteine, may be 
of value. If necessary, more vigorous methods, 
such as suction, bronchoscopy, and 
tracheostomy, may be required . 
(5) Steroids may be tried as a last resort . 
(6) Oxygen therapy to relieve hypoxia, 
with great care not to precipitate respiratory 
failure in the co,-resistant person breathing 
on o , lack only. In addition to o ,, the patient 
may require tracheostomy and intermittant 
positive pressure ventilation with frequent 
blood gas determinations. 
(7) Treatment of right heart failure most 
often due to acidosis, hypoxia, and 
hypercarbia. Remember, cardiotonic agents 
in the treatment of cor pulmonale without 
thought to the hypoxia which was the original 
cause, is wasted . 
(8) Surgery ; already employed in the 
removal of large bullae, in the future, may see 
the removal of emphysematous lobes and 
even routine lung transplant. 
(9) Rehabilitation ; this too is a relatively 
new field designed to teach the patient how 
best to live with an irreversible problem, 
thereby making his life more tolerable. This 
is accomplished through :-
(a) patient education-that is, explanation 
of disease processes, aids and 
technics available, and optimism ; 
(b) evaluation and management of 
psychologic factors (both in the 
patient and doctor) , wh ich most often 
are the root of failure in this type of 
program. 
(c) breathing training , aimed at the 
suppression of frantic and useless 
rapid respiratory effort ; 
(d) drainage promotion through the 
headdown position, rotary postural 
drainage, physiotherapy to special 
lung segments, and proper technics of 
coughing . 
CONCLUSION : 
The brief survey is designed to point out 
the complexity of the problem of emphysema, 
the impossibility of making a reasoned 
diagnosis with the use of only one diagnostic 
mode, and the importance of the disease in 
public health today ; but also the fact that all 
is not lost when the diagnosis is made, and 
that the relentless progression can be halted 
if appropriate measures are taken. 
The following occurred the other day: I had 
a female patient on the examing couch and 
was looking at her abdomen and mused, half 
aloud : " H'mm, male escutcheon" . The lady 
said : " No, doctor, my name is McEachen, not 
McCutcheon". 
A. D. Calder, MD, Coronach, Sask. 
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The Mentor System 
Ron Wexler '70' 
The following short symposium is concerned 
with the student-staff mentor system now 
functioning at the UWO Medical School. 
Since both Dr. Harding and Ross Donald have 
excellently described its aims and inception, 
I would like to add only a few words of 
general student opinion I have noticed and 
possibly a few personal feelings. 
To my mind, the mentor system is a 
wonderful social idea, giving both students 
and staff a chance to meet in a relaxed 
non-academic atmosphere. Any other benefits 
which accrue from this meeting will depend 
only on the personal ities of the people 
involved. If a student and his mentor " hit it 
off" well , then the student may find himself 
blessed with an understanding counsellor and 
friend in whom he can confide. However, if 
this does not occur in all ca~es , it by no 
means should be felt that the system has 
failed. No one becomes intimate with everyone 
he (or she) meets (alas!). As long as an 
initial social acquaintance has been 
established, I feel that the aims of the system 
have been satisfied to as great a degree as 
can be expected when people are arbit rarily 
thrown together. The onus, therefore, upon the 
mentors is to try, to the best of their ab il ity, 
to develop some type of non-academic 
acquaintance with the members of their 
I 
group, and let personal feelings chart the rest 
of the course. The Mentor Committee should 
concern itself primarily with choosing those 
staff members who are interested in 
developing friendsh ips with students, but 
neither they nor the system in general should 
be blamed if all of the desired resu lts do not 
accrue. 
We are fortunate, as Ross Donald has said 
below, to have one of the finest student-staff 
relationships of any medical school in Canada. 
Our professors, heads of departments and 
Dean are always available to listen 
sympathetically to any problem, and help 
wherever they can. 
The mentor system will only add to the 
already wide avenues of communication open 
to us; it cannot detract from them. Everyone 
should try his best to keep the system 
functioning , whether on a close personal 
relat ionsh ip, or just a friend to visit with and 
have a few beers. 
Therefore, may I admonish anyone who is 
truely dissat isfied with his or her mentor to 
contact Ross Donald as soon as possible and 
discuss the problem and possible treatment. 
Happy New Year, and don 't get too stoned 
at your mentor's! 
Staff Comments on the 
Mentor System II 
Dr. P. G . Harding 
The present mentor system was instituted 
in this Faculty during the fall term of 1966. 
Historically, it was not the first time that such 
a programme had been organized in th is 
school. In the late 1940's a Mentor programme 
was developed and functioned for several 
years. It however, " floundered" apparently 
through insufficient Faculty members from 
which to draw a solid nucleus of dedicated 
Mentors. Although the students who were 
given the opportunity to participate in the 
personal contact with a member of Faculty 
appeared to consider it a valuable experience, 
the remaining students felt neglected by this 
unequitable situation. The Hippocratic 
Council understandably felt obliged to 
discontinue the programme for this reason. 
88 
Several years ago, the Hippocratic Council, 
again recognizing the advantages of closer 
student-faculty liaison, initiated a move to 
reorganize such a programme. The Faculty 
Council responded favourably, anticipating 
that the increased membership now on Faculty 
wou ld ensure a larger pool of oriented 
Mentors and thus a more viable programme. 
Under Professor R. A. H. Kinch 's vital 
Chairmansh ip, a Faculty-Student Committee 
comprised of Dr. D. Socking, Dr. A. C. Burton, 
Dr. D. H. Carr and J . Bullock '67' was 
instituted. The aims of such a programme were 
set forth and promulgated following which a 
random assignment of student to mentor was 
organized. 
The aims of the Mentor System as 
envisioned by this Committee are best outlined 
by quoting an excerpt from the minutes of a 
relevant meeting of the Executive Committee 
of the Council of the Faculty of Medicine. 
(a) The Mentor should not be expected to 
tutor the student in the subjects of his 
studies. Discussions at meetings of the 
tutorial group of Mentor might range 
over problems of study habits, 
student-staff relationships, problems 
and the place of the doctor in the 
commun ity, ethics in medical practice, 
medical science in general, and so on. 
(b) A major aim should be that the student 
would know at least one of the Facu lty 
well enough to feel free to consult him 
and tell him of any personal, family or 
academic problem that was affecting 
his work. If any other Faculty member 
became aware of such problems of the 
student, he could consult the Mentor 
of that student, who could then, if it 
appeared to be suitable, draw this 
situation to the attention of the Dean 
and Facu lty. Also the student could 
use, if he wished, the good offices of 
his Mentor in any problems arising 
with other Faculty Members. His 
Mentor should be more readily 
accessib le to a student than to other 
students not in his tutorial group. The 
personal aquaintance of a student, for 
example, one in first year, with 
students of senior years through his 
Mentor Group would also be 
advantageous. 
(c) If at any time in the academic year a 
student performed inadequately in his 
studies, the Mentor should be 
responsib le, not for that inadequacy, 
but for an informed opinion as to why 
this had happened. This would be of 
great use to boards of examiners 
considering the academic record of 
the student". 
The present Mentor System has now been 
in operation for a year and a half. To say it 
The Mentor System 
Ross Donald, Meds '68' 
Student Chairman of Mentor Committee 
WHERE HAVE WE BEEN? 
In the 1966-67 school year, facu lty members 
were chosen from a group of volunteers to 
head small groups each consisting of two 
students from each of the four years. These 
has flourished without problems would not 
constitute a totally critical summation. It is 
however, fair I th ink to sound a cautious note 
of optimism reflected in signs of increasing 
vitality. An interim report by the Committee on 
the Mentor System last Spring noted that by 
student standards one third of the Mentors 
were performing well , one third adequately but 
hopefully could improve, and one third 
appeared to be serving their role quite 
inadequately. Accordingly, the last group was 
replaced from a mentor " pool " , members of 
which had previously communicated their 
enthusiasm for the system and their 
willingness to serve. 
Following a request from the Chairman last 
summer, most Mentors submitted a personal 
appraisal of the system. In general , the 
replies were favourable and supported the 
mentor concept. Many contained constructive 
comments which will be of value in 
strengthening the future programme. 
A frequent comment concerned the degree 
of active participation by the students 
themselves in instituting contact with the 
Mentor once the Mentor had organized the 
initial meeting either individually or as a 
group. Many students felt it was not their 
prerogative to impose themselves on the time 
of the busy Faculty member. The latter 
however, considered active participation and 
initiation of later contacts a prerequisite sign 
of interest on the part of the student. 
Keeping in mind the primary principle 
embod ied in the aims of the Mentor System, 
viz, to promote personal liaison between 
student and Faculty member, it must be 
remembered that individual personalities will 
dictate to a considerable degree, the 
mechanism by which this contact is 
formulated. Thus if one considers the wide 
spectrum of personal ities involved in such a 
programme. both students and faculty mentors 
must be prepared to compromise their own 
ideas as to what constitutes a valid 
contribution by the participants. Only then 
will such a programme attain long-term 
viability and fulfill its primary objective. 
III 
groups of eight or nine were to be known as 
" faculty-student mentor groups" . Mid-way 
through the school year and again at its 
conclusion, student opinion was polled to 
judge whether any benefits (social, personal , 
89 
intellectual-not academic) to the students 
had accrued. 
At first to our surprise only one third of the 
mentors were meeting regularly and leading 
effectively while one third had had an initial 
meeting but showed little interest in spending 
time with students. The remaining third failed 
even to contact the students. Act ion was taken 
to replace many of the mentors and by year's 
end one half of the groups were judged 
adequate by the students , one third were 
mediocre and only a small fraction were still 
non-existent. 
WHERE ARE WE NOW! 
After a shaky start this year we are at 
exactly the same place we left off last year. 
Half the students are " haves" and in effect the 
rest are " have-nots" . (A mediocre mentor is 
as bad as no mentor). 
SO WHAT? 
This is what the "have-nots " are asking. 
They say that if they have problems they can 
talk them over with the Dean or with various 
other professors whom they have got to know 
rather than with a group they have been 
forced into. 
The mentor is not meant to replace the 
Dean or personal friends. He is to supplement 
the others. As pointed out by Or. A. C. 
Burton, " It is to the faculty 's benefit to know 
the student as well as possible and by every 
means possible in order to help him in his 
obtaining of an education ". It is also to the 
students benefit to know and understand some 
of the faculty-to understand their philosophy 
and aims-especially while we have a split 
school-some being on the North Campus. 
Those students in a regularly meeting 
mentor group now have a person in medicine 
in whom they can confide, should they have 
problems. They have the friendship of a 
faculty man who can speak knowledgably on 
their behalf should academic difficulties arise. 
They have a person who can supply them 
with the professional references they might 
need should they decide to take further 
training . They have a greater realization of the 
humanity of a previously unknown teacher. 
This is most important for first and second 
year students who have virtually no contact 
with what medicine is all about. As an added 
bonus they might meet some students from 
other years that they would otherwise not have 
met. (This can be good or bad) . 
WHY THEN THE APPARENT APATHY? 
Much of the problem has been that students 
have been slow to complain about a mentor's 
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lack of action. There are more men who will 
gladly take the places of those who have only 
a small interest (as judged by performance). 
It is our contention that the mentor should 
make the contacts and should organize the 
first few meetings. A meeting should not end 
without making provision for another meeting. 
Beyond these two basic rules-a 
mentor-student meeting may take any form. 
The student must take the responsibility for 
complain ing to the c lass president if these 
things are not happening. The class can be 
consulted and the mentor committee notified 
via the Hippocratic Counci l. 
The Committee consists of the Dean and 
two other interested faculty as well as the 
president and vice-president of the council 
and another student appointed by council. Or. 
Harding is Chairman of the joint committee 
and I have been student chairman. 
WHAT NEXT? 
We must strive to involve all the students. 
I am not disappointed that we are only at 
fifty percent efficiency after a year and a half. 
But we are developing a good case of 
mentors, and younger men are joining the 
faculty who are less busy, willing to spend 
more time with students. 
CONCLUSION 
Western is a unique school. Nowhere in 
Canada are the Dean and faculty so 
accessable to students. One has merely to 
talk to students at the other schools to find 
this out. 
But with larger numbers of students, and 
split-up faculties it might not stay this way 
unless we actively try to keep it so. 
The mentor system-like the picnic, 
Tachycardia, and one formal , is one of those 
things that keeps all the four years together-
and let us learn of and from one another. It 
is characteristic of Western 's medical spirit. 
HISTORY REPEATS ITSELF 
According to Greek stories of the Amazons, 
their right breasts were burned off in order 
that they might be better able to draw the 
bow. It appears that some twentieth-century 
Amazons have resorted to plast ic surgery for 
reduction in the size of their breasts, not 
because these impaired their prowess with the 
bow, but because they interfered with their 
golf swing. 
From the Medical Digest 
Summer Research 
Martin L. Thorne '69' 
This section of the third issue of the 
Journal is devoted to brief descriptions of 
summer externships second and third year 
students participated in during last summer. 
It was felt that their experiences would help 
students who have not previously taken up 
this form of summer employment and who 
were considering such an appointment tor 
this coming summer. 
Externship at St. Joseph 's Hospital, London 
Ron Robins '68' 
The evaluation of an externship is obviously 
based and shaped by more than just the 
quality of staff men, residents, interns and 
general practitioners with which one works. It 
is influenced most importantly by the 
individual who is offering the hospital along 
with his services, his interest, determination 
and desire. It is these factors in one's 
personality that allows him to make a 
successful externship both for himself and for 
the hospital remunerating him. 
At St. Joseph 's in London, where I spent 
the last summer externing , the hospital had a 
newly developed Family Practice Unit which 
attracted interns from as far away as 
Vancouver, B.C. The hospital consequently 
came close to filling their quota with no 
scarcity of interns as in previous years. The 
hiring of externs then was not done for the 
potential work available but rather that the 
extern would consider interning there the 
previous year or let his classmates know of 
the advantages of the hospital through five 
potential services, namely:-
Obstetric , Surgery, Medicine, Emergency 
and Anesthesia. The schedule was made out 
for 10 weeks with two weeks vacation , making 
a total of twelve weeks. Each student picked 
three services. spending 3 weeks on two, and 
4 weeks on one, although some took the 
extra week on anesthesia. 
We were paid $310.00 a month with no 
meals or room, but a call room was provided 
and kitchen facilities with available food for 
sandwiches, soup and coffee. (Ninety dollars 
a month was deducted for room and meals if 
one lived in $60.00 for room, $30.00 for meals) . 
Generally each service satisfied the majority 
with occasional discontentment arising from 
excess staff on a ward . 
OBSTETRICS 
On this service, I rotated with the intern, 
each being on duty twenty four hours and off 
duty twenty four hours. Hence, I was able to 
take full intern responsibility with a 
supervising resident always being in the 
hospital if difficulty arose. During the three 
weeks I managed to obtain about fifteen 
deliveries by myself, with countless other 
assists and partial deliveries. Histories and 
physicals (antepartum) . were my responsibility 
when on duty as well as ward rounds with the 
resident and staff physicians as they arrived. 
Grand rounds were Tuesday afternoons and 
presentation of patients . as delegated by the 
resident , was the intern or extern's 
responsibility. 
Later in the summer with the change of 
interns. two interns alternated while the extern 
rotated with one of the interns. Hence, less 
responsibility was given to the extern , but he 
did have, in effect, a constant instructor with 
him. 
MEDICINE 
Again the extern took full intern 
responsibility with two other interns on the 
staff medical floor. Every third new admission 
went to the extern , on whom he performed 
the history, physical and investigation with 
supervising residents and staff men. 
Presentation of patients at Grand Rounds was 
expected. 
SURGERY 
A different approach was taken in surgery. 
Here one was assigned to a surgeon or 
surgeons. You were then responsible for doing 
a history and a physical on the patient, adding 
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to existing orders, and following up the patient 
with the surgeon. One made ward rounds 
everyday with the surgeons to whom you were 
assigned and followed up his patients. You 
were also expected in the operating room and 
assisted when surgery was scheduled. If you 
were lucky, you were assigned to a surgeon 
who did not have an intern and so became 
first assistant. However, if an intern was also 
assigned to the same surgeon, one alternated 
new admissions and both usually scrubbed 
for the O.R. 
ANESTHESIA 
This was a brief introduction to the service 
with opportunities to intubate, resuscitate and 
follow patients through anesthesia. 
EMERGENCY 
For the first part of the summer, before a 
sufficient number of interns arrived, this 
service rotated 24 hours on duty and 24 hours 
off duty. Here, an extern alternated with an 
intern prescribing treatment to staff patients 
with a resident in surgery and medicine 
supervising , or on call. Later in the summer, 
externs were on an eight hour day, five days 
a week. 
!n conclusion, Issac Barrow once said 
" Nothing of worth or weigh can be achieved 
with half a mind, with a faint heart and with 
a lame endeavour" . 
This quotation very fairly sums up the 
benefits of a summer externship. 
Externship at Victoria Hospital, London 
Linda Richardson '69' 
Externing, anywhere, has a striking 
advantage over internship: one has the 
opportunity to perform the work of an intern 
while being exhilaratingly free of total 
responsibility and calling for help without 
embarassment. 
At Victoria Hospital the salary was $310.00 
a month , with deductions for hospitalization , 
workman 's compensation , income tax, laundry 
and room and board ($40.00 a month) , if you 
lived in the Intern 's Residence. Rooms in the 
residence are of ample size and comfortable, 
and include bed, dresser, closet, bookcase, 
desk, sink and telephone. But the most 
luxurious thing of all is to have your bed 
made and room tidied by the maid. Weekly 
laundry service was provided by the hospital 
as well as breakfast between 7:00 and 9:00 
o'clock in the morning. The familiar Intern's 
Lounge was the centre of a lot of social 
interaction (being one of a small minority of 
women, I perhaps enjoyed this more than the 
fellows !). 
The nine externs rotated between three of 
the following services for one month eactl : 
Medicine, Surgery, Paediatrics and 
Emergency. We were not given our choice, but 
we were able to trade amongst ourselves, and 
eventually work with the services which we 
desired most. I rotated among surgery, 
paed iatrics and emergency. The externs on 
one service worked out a schedule for 
covering calls and usually found that they 
were on call every third night and every th ird 
weekend . 
On the first day of our externship, we were 
handed an astonish ing list of what we were 
allowed to do:-
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1. Give all medications which nurses can 
give; 
2. Start IV, take blood ; take blood for 
cu lture; 
3. Insert urinary catheters ; 
4. Insert Levine tubes ; 
5. Suture minor wounds ; 
6. Physical examination after minor 
injuries; 
7. Admission histories and physicals. 
8. Anyth ing under a doctor's supervision! 
The only procedure I had done previously 
was to take blood! Since nobdy was prepared 
to formally teach us these procedures, I 
learned to tug on people 's coat sleeves and 
say " Please, teach me to . . . " . I was taught 
to suture, I learned to insert Levine tubes by 
trial and error; histories, by slow, grinding 
practice with the help of a check list that I 
used to peek at with the pretence of referring 
to the chart. Physical exams at least became 
more organized and efficient but my skill at 
palpating livers remained abysmally low. 
There were some special procedures which 
I did under supervision : lumbar punctures ; 
gastric lavage, femoral artery puncture, and 
some of us did circumcisions and 
thoracenteses. I am grateful to the nurses for 
they taught me most everything else. 
The amount that one learned was 
proportional to one's eagnerness ; 
opportun ities were boundless. There were 
grand rounds, rounds through the wards with 
clinicians, conferences at coffee breaks, and 
------------- --
any doctor seemed flattered and proud to 
show you his patients, discuss a case with 
you , or take you into the operating room as 
an assistant. 
Opportunities for doing things and 
exercising ones knowledge were proportional 
only to one's confidence, ability to assert 
oneself and NERVE! I even had fun presenting 
two cases at Grand Rounds. 
For a third year student, the best service 
was Emergency, for it is here a third year 
person can do a lot of useful work once the 
basic routine is learnt. It was tremendously 
rewarding to diagnose, treat and send a 
grateful patient home yourself. 
" Vic ", seemed to have its disadvantages 
and in keeping with student nature, we 
grumbled a lot. We complained that we did 
not know what was expected of us, there was 
no organization, no one cared whether we 
were there or not. However, in retrospect, 
these factors were the major assets because 
they allowed us complete freedom to exercise 
our curiosity and learn as much as we wanted. 
It is the ph ilosophy of the Victoria Hospital 
and Department of Medical Education that 
externship is a learning experience and not 
one primarily of service for the hospital. The 
responsibility of finding things to learn and do 
is up to the individual and I thoroughly 
enjoyed it. So much so, that lectures in the 
Fall were a great let down. 
Summer Work m Newfoundland and Labrador 
F. L. M. Pattison '69' 
For the past two summers I have worked as 
a medical student with the International 
Grenfell Association in northern Newfoundland 
and Labrador. There is no salary for this work, 
but the Association provides some travelling 
scholarships (up to $150) and full board and 
accommodation. My time this summer was 
divided into three periods , as described below. 
Travel for the most part was by the 
Association 's sing le-eng ined seaplanes 
(Otters and Beavers) . 
(a) Work at St. Anthony, Newfoundland. 
The Association has its headquarters at St. 
Anthony, and I rotated among the various 
hospital services. A new modern hospital will 
be opened in 1968 to replace the present one. 
This was a good means of acquiring the 
" atmosphere" and technics of hospital 
practice. 
(b) Work in Labrador. My primary 
responsibility in northern Labrador was to 
collect Eskimo blood. A total of 30 c .c. was 
required from each donor- partly for blood 
typing and partly for some ethnic studies of 
rare hemoglobins being carried out in 
England. The appeal for volunteer donors was 
itself an interesting experience: this involved 
announcements in Eskimo through the local 
Moravian Churches, or, more often, house to 
house calls to explain the objectives of the 
work. It was natural that, during my time in 
these remote communities, various medical 
problems and emergenc ies should arise. I 
thus found myself removing fingernails , 
opening abscesses, extracting teeth , treating 
gonorrhea, etc. The coastal regions of 
Labrador are wild and magnificent-ideally 
suited for long hikes-and the inhabitants are 
direct and very friendly. 
(c) Work on the hospital ship 
" Strathcona". The Association 's new hospital 
ship " Strathcona Ill " is fully equipped with 
medical , dental and radiographic facilities. I 
was asked to serve as X-ray technician for 
the last part of the summer. The work included 
all types of bone X-ray work from skulls to 
lumbar spines ; however, the majority of cases 
were chests, as tuberculosis is still a major 
cause of morbidity and mortality along the 
coast. The ship called at innumerable tiny 
fishing villages ; as soon as we were in sight, 
the inhabitants came out to us in their fishing 
boats for whatever treatment or investigation 
was required. The weeks on board provided 
a unique opportunity to visit many isolated 
coastal communities (with no land connections 
of any sort with the outside world), and to 
meet and work with the local residents. 
After conducting a thorough examination of 
his patient the doctor took a medical book 
from the shelf and began to thumb through it 
thoughtfully. After several minutes he looked 
up at the patient and asked, hopefully: " Have 
you had this before?" 
" Yes ", the patient replied. 
Without batting an eye the doctor closed the 
book and assured the patient : " You have it 
again! " 
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Externship at Charleston, South Carolina 
Wally Pakul is '69' 
Stephen B. Moore '69' 
An excellent educational opportunity awaits 
anyone interested in Thoracic Surgery at the 
Medical College Hospital in Charleston, S.C. 
The South Carolina T.B. Association offers a 
grant to Dr. William H. Lee for two Junior 
Medical Students to work as clinical clerks 
for the summer months. There is almost 
unlimited opportunity for working up patients 
with various cardiac abnormalities, both 
congenital and acqu ired, hearing murmurs 
and abnormal heard sounds, seeing lung 
pathology, including cancer, infections and 
trauma. Incidentally, Charleston has one of the 
highest incidence of carcinoma of the 
esophagus in the world. Among Negro 
patients, it is the most frequently encountered 
malignant tumour. 
Responsibilities of the students are worked 
out with Dr. Lee. These may be of a clinical 
nature, research, or both . Dr. Lee has 
extensive research facilities covering nearly a 
floor of the Medical Research Building with 
equipment mainly for studying blood vessels, 
clotting and perfusion. A typical day starts 
with rounds at 7:00a.m., drawing bloods, 
scrubbing on all patients that you work up 
Grant Hospital, Columbus, Ohio 
Charlton Chan '69' 
Stipend $300 per month with room and 
board. Extra night duties $20 per night. 
Grant Hospital is a 400-bed general hospital 
without a pediatrics department. Summer 
externship provides a good practical 
background for students going from second to 
third, or third to fourth year. The Department 
of Medical Education of Grant Hospital does 
not impose a fixed program on externs, thus 
allowing them to choose their own interested 
services ; Medicine, Surgery, Obstetrics and 
Emergency Room. An extern at Grant gets to 
do a great deal and takes on a heavy 
responsibility. He does work-ups, starts IV's, 
lumbar puncture, takes calls and, if on 
Surgery, scrubs in and removes sutures. When 
on night duties, besides the routine duties 
mentioned above, he has to solve most of the 
problems and complaints of all the patients 
in the hospital. 
Grant is not a teaching hospital and does 
not have enough residents, the facilities for 
learning are therefore less than one can get 
by working in a teaching hospital. However, 
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(including open-heart cases) , visiting the 
patients in I.C.U., working up new admissions, 
attending various conferences (thoracic 
pathology, T.B., service meetings, death 
conference and surgical grand rounds) , 
weekly out-patient clinic , afternoon rounds, 
daily X-ray review and the occasional night 
call. Pay ranges from $200-250 per month. 
Accommodations are available at the medical 
students ' dormitory for $50.00 per month. 
Weekends are free and the hospital is only 
20-25 minutes from four beaches on the 
Atlantic. The Nurses' Residence is a block 
away. Charleston is a beautiful city of 200,000 
and the people are warm and friendly, and 
Southern hospitality is unrivalled. 
For further information write to :-
William H. Lee, M.D., 
Associate Professor of Surgery, 
Ch ief, Division of Thoracic Surgery, 
Medical College Hospital , 
55 Doughty Street , 
CHARLESTON, South Carolina, 29401 . 
externs are able to gain some knowledge 
from the weekly radiology, medicine, 
psychiatry and interns' conferences and from 
surgery ground rounds. 
The living quarters are on the second floor 
of the hospital. Rooms are shared and are 
air-conditioned. 
There are also externs from Britain and 
Europe, and Ohio State University students 
work there part-t ime. Social activities are 
more than adequate. 
Address : 
Dr. J. P. Stevens, 
Director of Medical Education, 
Grant Hospital , 
309 E State Street, 
COLUMBUS, Oh io. 
My brother is in medical school. 
What's he studying? 
Nothing. They're studying him. 
Summer Externship at Warren State Hospital 
Betty Lawrence '69' 
Five second-year medical students externed 
for 12 weeks during the past summer at 
Warren State Hospital, Warren, Pa. 
Twenty-four students from across Canada, 
United States and England were involved in 
the programme. The 2400 bed hospital , 
situated 95 miles south-west of Buffalo, has 40 
staff psychiatrists and residents. 
Each extern , in rotation, was assigned 
patients as they were admitted. Physical and 
neurological examinations were performed at 
admission , followed by 1-2 weeks of daily 
interveiws with the patient to complete the 
psychiatric examination . An abstract of this 
information and a provisional diagnosis were 
then presented by the extern at Staff 
Conference. Besides attending the daily Staff 
Conferences, there were 3 hours of lectures 
per day on neuroanatomy, psychiatry and 
neurology. During the summer, several guest 
lecturers visited the hospitai :-Dr. Paul 
Feldman of the Menninger Foundation , 
psychologist Dr. Harry Harlow, and others. 
The externs were given the opportunity to 
perform at least two lumbar punctures and to 
prescribe drugs, under supervision, for their 
patients. Third year medical students next 
summer will be given some responsibility for 
drug and psychotherapy. 
The salary was $233.50 every 2 weeks, of 
which $28.00 was paid for board. We worked 
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an 8 hour five day week, with evenings and 
weekends free. Female students were 
comfortably accomodated in single rooms in 
the Nurses' Residence, while the male externs 
were less adequately lodged in a wing of the 
Male Convalescent Building. 
Provision for extern recreation on the 
hospital grounds were minimal , so that a car 
was necessary. There are many parks and 
resorts in the area:-Chapman Dam, Allegeny 
National Park, Kenzeia Dam, Chautaugua 
Lake. Plays , operas, and symphonies are 
featured throughout the summer at 
Chautaugua Institute, and Warren (population 
20 ,000) has its own summer stock theatre. 
Many cities are within reach for weekend 
trips. Jamestown, N.Y.-20 miles ; Pittsburg-
150 miles ; Buffalo-95 miles; Toronto-200 
miles ; Philadelphia-400 miles, Washington 
and New York-450 miles. 
To apply : 
Robert H. Israel , M.D. , 
Superintendent, 
Warren State Hospital , 
Warren , Pa. 14365, U.S.A. 
Students participating :-Ann Breckenridge, 
Nancy Moser, Betty Lawrence, Brian Lucas, 
Mike Connolly. 
There be two kinds of keen man. The one keepeth his keenness unto himself, and 
publisheth it not upon the roof tops ; him do we admire and emulate. The other striveth ever 
to be in the front row, and taketh copious notes therein ; the scratching of his pen is a 
burden unto the lecturer. He stealetth teeth from the surgery patient while yet the lawful 
dresser tarryeth over the Unna pit, and at lunch time he eateth buns in a white garment, so 
that they who pass may say : " This man is no longer an inhabitant of the rooms " . He carryeth 
not his stethoscope by stealth, neither doth it shame him that he talketh shop in strident 
tones to his brethren in the public places of the city. Regard him closer ; from his fancy 
vesting protrude his scissors , his drug book, and his Scott's Emulsion Diary ; thus may ye 
know him. He feareth not the scowls of the clerks, but burroweth himself ever into the 
foremost rank, whence he cocketh his head at the physician, saying : " Yea, yea, verily it is 
praesystolic ". Of the surgeon he asketh intelligent questions, while yet he already knoweth 
the answer. He runneth up to the moribund patient and bangeth him upon the chest, so that 
he spitteth blood at him. He taketh off the dust from the library shelves, and depisiteth it 
upon the cloak-room towels. And when he hath diplomated he goeth forth crying : " Of a 
verity am I out of touch with the student lads". 
N.G.H. Sept. , 1905 
St. Bartholomew's Hospital Journal 
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CAMSI Centennial Exchange, 
lnuvik, N.W.T. 
Robert Birnbaum '69' 
On August 12, 1967, 70 medical students, 
represent ing each of Canada's 12 medical 
schools, met in Edmonton, Alta., for the 
beginning of the 2nd annual CAMSI summer 
school. This being our Centennial year, the 
summer school was to be held in Canada. The 
topic-'Frontier Medicine'. The frontier-
Canada's Arctic. 
The programme, lasting 3 weeks, was 
d ivided into three segments. The first 1 'h 
weeks were spent in lnuvik, NWT, a town of 
2,000 on the east channel of the Mackenzie 
Delta, just 60 miles from the Arctic coast. The 
next week was spent at various outposts 
around the Yukon and NWT, the students 
being divided into groups of about 6. The last 
'h week was spent in Edmonton, where we 
summarized the whole program, and 
comments and criticisms from each of the 
twelve groups were heard. 
lnuvik is a relatively new town , having been 
founded in 1961 . It was built expressly for 
the purpose of being the administrative centre 
of the Western Arc tic. The town was bu ilt 
primarily for the whites who would go there as 
employees of the government. The native 
popu lation moved in later of its own accord. 
lnuvik is one of 3 settlements in the Arctic 
where both Indian and Eskimo live together. 
The Eskimo's are generally found only above 
the tree line. 
The town is divided into 2 sections, the 
" serviced " area and the " unserviced" area. 
The whites live in the serviced area wh ich 
gets its name because the pastel colou red 
lnuvik General Hospital 
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frame houses there are serviced by the 
Utilidor, the above-ground sewer and water 
carrying system, which runs through that area 
of town, in its aluminum casing , with feeding 
channels running off into each house. The 
comparison of the Utilidor to a giant tin 
umbilical cord has been made more than 
once. The sewage and water pipes couldn't be 
buried in the ground because of the 
permafrost-the permanently frozen ground, 
which at lnuvik lies just 6" below the surface. 
This part of town presents a very pretty 
picture indeed. The houses of many colours 
(all the same shape and style, but their 
colours are different) joined to each other by 
the glistening silver utilidor, the end of which 
passes up a hill and out of sight as it journeys 
off to the sewage " lagoon". 
Beside the serviced area of town lies the 
commercial section. The two churches, 
Anglican and RC, (the latter shaped like an 
igloo, probably to entice more people to 
come) , are here, as are the Federal Building, 
the Mackenzie Hotel (whose pub is called , 
affectionately, the Zoo) , the Hudson 's Bay 
store, a hardware store, a bakery, a theatre, a 
craft shop, a branch of the Canadian Imperial 
Bank of Commerce, the school and a branch 
of the Territorial Liquor Store. There is a sign 
out in front of the last which reads, " No 
liquor will be sold while the store is closed." 
Even the Arctic has business hours. 
Beside the commercial section lies the 
unserviced area of town ; i.e., the native 
section. The houses here do not have any 
indoor plumbing or running water of any kind. 
Water is delivered to the door for 2c a gallon. 
Sewage is collected in plastic bags and left 
out on the street for the sewage truck. The 
houses here are nicknamed " 512's", because 
they are all 512 square feet in size-all in one 
room. 
The largest build ing in town is the Sir 
Alexander MacKenzie School. Beside the 
school are the two large hostels for the 
students, one Anglican , the other RC. 
The lnuvik General Hospital is located at 
the very end of the serviced area. It is a 100 
bed hospital , built primarily as a T.B. Hospital 
but since the Charles Camsell Hospital opened 
in Edmonton all of the active T.B. cases are 
taken there. In the hospital can be seen the 
usual dichotomy of the North-there are two 
chapels, one Anglican, the other R.C. 
Our programme in lnuvik consisted primarily 
of lectures, slides and films in the morning 
followed by clinics in the hospital in the 
afternoon. The evenings were spent with more 
films, special events such as a Drum Dance 
put on especially for us by some of the 
natives, parties, or just watching the antics in 
the Zoo, while you yourself were getting high 
on Lethbridge Pilsner Beer, or Calgary Stout. 
The staff of the summer school was made 
up of men from the Dept. of National Health 
and Welfare, the Dept. of Indian Affairs and 
Northern Development, and other men who 
have had experience in the North. 
After each lecture, which ranged from 
topics such as the " Native Canadian " to 
" Sociological Aspects of Health " to " Public 
Health in the North '', we broke up into our 
groups of six and discussed various aspects 
of the lecture we had just heard, or any 
problem or topic concerning the North. To be 
truthful , most of our discussion was on 
sociological topics rather than on medical 
ones. There is little that is unique in the 
North in the medical field other than the 
frontier conditions that often exist there , but 
the sociology, the problems of relations 
between the Indians, Eskimos, and Whites 
(often called " Others" ) is a very interesting 
and complex subject. 
The groups that went to each outpost were 
chosen randomly, but were chosen so that no 
two students from the same university were 
in the same group. We went only to 
settlements that had nursing stations, all of 
which were staffed by two or three nurses. 
The outposts which Western students went to 
included : Fort Rae on Great Slave Lake ; 
Cambridge Bay on the southern coast of 
Victoria Island, 600 miles due north of the 
Sask-NWT border; Spence Bay on the Boothia 
Peninsula right on the l ine between the 
Districts of Franklin and Keewatin ; Old Crow, 
in the Yukon Territory just 30 miles from the 
Alaskan border; and Fort Good Hope, 180 
miles south of lnuvik, on the Mackenzie. 
Our purpose at the outposts was to see as 
many of the population as was possible and 
to carry out surveys such as hemoglobin 
determination, urinalysis, audiometric testing , 
and ENT examination. These projects were 
usually done in the mornings with the 
afternoons left free for such things as touring 
DEW Line installations, talking to the natives, 
hunting and fishing with the natives (in some 
cases), and just exchanging ideas and 
comparing courses with the students from 
other universities. As you can probably guess, 
separatism was the topic of choice when 
there was a Quebecker in your group. 
The 'Utilidor' 
The program in Edmonton was planned for 
only one day. At this time each group made 
a report on their findings and their general 
impressions of the North and the program of 
the Summer School. Actually, most of us spent 
this one day in Edmonton and the other two 
in Banff and Jasper. 
You may be thinking up until now that we 
did very little in the medical field while we 
were up there. This impression is quite 
correct. We did, however, come up with some 
conclusions about the state of medicine in the 
Arctic. 
T.B. is falling in incidence, but remains 
a very serious problem nevertheless. The real 
threat to health in the North right now is 
gonorrhea. The phenomenal increase in the 
incidence of this disease is said to be due to 
rather fluctuant domestic situations that often 
exist in this area. These are the serious 
diseases. 
The three most common problems, common 
to just about every native in the North, are 
teeth , vision, and dirt. The need for dentists is 
great, some settlements being visited only 
every 5 years by a dentist. This problem is 
compounded by the fact that in one survey, it 
was found that every man, woman, and child 
in one settlement spent an average of $300 a 
year on candy. That's a lot of chocolate bars. 
Another very pressing need is for Opticians. 
Many of the people need glasses and just 
can 't get them. 
The third common problem is dirt and the 
resulting impetigo that is everywhere. Bathing 
is done very infrequently, if at all. Almost 
every child that we saw there had an area of 
impetigo somewhere. 
Alcohol is, of course, a problem. Very often 
there is little else to do but drink. It is not 
believed that this has anything to do with the 
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natives having a lower tolerance to the effects 
of alcohol , it is just that alcohol is always a 
problem with lower socio-economic groups, 
and the natives are generally part of these 
lower groups. 
Many of the Indians and Eskimos have hip 
deformities and walk with a very pronounced 
bow to their legs. This is said to be due to the 
fact that they are carried as infants in the 
backs of their mother's parkas (pronounced 
"parkies" ), causing their legs to be held in 
very awkward positions for most of their first 
2 years, with the result that their hip and knee 
ligaments are initially stretched and grow in a 
deformed manner so that when the chi ld is 
finally put on his feet for any extended time, 
his legs bow out on him. 
Epidemics of dysentery, especially due to 
Shigella, are not uncommon in the North. The 
sewage cannot seep into the ground due to 
the permafrost, and as a result often piles up 
and runs through town. One member of our 
Western contingent found this out much to her 
dismay. 
A last, very serious, problem is that many of 
the natives are afraid that they will be found 
to have either T.B. or G.C., and hence they 
stay away from Medical people. If they are 
found to have active T.B., they are immediately 
sent down to Edmonton, where they find 
themselves very often in an environment 
where no one speaks their language, no one 
understands them, and they live for up to two 
years in virtual isolation. When they get back 
home, they find that their wife has gone off 
with another man, their children live with 
other families in the village, their dogs have 
run off or have been sold to others, and their 
old life is no more. They have seen this 
happen to others and are constantly afraid 
that the same thing will happen to them should 
the medical people find something wrong 
with them. 
It was the sociological aspects of the North 
that fascinated most of us and that was the 
topic of most of our discussions. The very 
basis for all the interest in this subject is, I 
think, the paradox that exists in the North. 
The white man has moved in and has shown 
the natives that there is an easier way to live. 
He has shown him heated houses, plumbing, 
movies, department stores. The native sees 
these things, and he wants them. As soon as 
any number of them begin to acquire them, 
though, the white man cries out that it is 
wrong for them to give up their old way of life. 
It is a crime that the Eskimo or the Indian way 
of life is dying out. This beautiful, romantic 
way of life must not be allowed to die. The 
paradox is that the white man brings the 
native a new way of life and then urges him 
not to give up his old one. 
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Except for the natives who become 
community health workers to act as a liason 
between the medical personnel of the 
settlement and the native population, the 
highest socio-economic position that any 
native can aspire to is that of janitor in the 
school. All the others are either hunters or 
fishermen. Jobs are few in the North, even in 
lnuvik, and so hunting and fishing is just about 
the only pastime. 
We all found the Eskimos very friendly. 
They would smile at you whenever they 
passed you and would be quite offended if 
you didn 't acknowledge their smile. The 
children would run and jump up on you when 
they saw you coming , which could be 
somewhat disconcerting if you found the child 
to be covered with impetigo. 
There are certain centres in the North to 
which children from the surrounding outposts 
are brought for school. lnuvik is one such 
centre. The children are flown in in late 
August and stay until the end of June. While 
at school , they live in the hostels, enjoy 
central heating, plumbing, coke machines, 
etc., and they must speak English. 
Consequently, they become very unhappy with 
their life at home. If they have been at school 
since age 7, they have often forgotten how 
to speak the dialect spoken by their parents, 
due to their immersion in English for 10 
months of the year. Not one child I spoke to, 
at the outpost I was at, said that he was sorry 
that he would be going back to school soon. 
They very rarely get beyond grade 6, however, 
and thus rarely attain the standard of living 
as adults that they have been used to in 
school. 
There is a great deal of rivalry between the 
two main missionary religions of the North, 
Anglican and R.C. The hostels for the schools 
are separate for each religion. The school 
itself, in lnuvik, has two wings, two staffs, two 
vice-principals, but one principal. Almost every 
settlement has its R.C. and its Anglican 
missionary and church . One settlement even 
has a Catholic church and priest, even though 
the last Catholic there died 6 years ago. 
In spite of this rivalry, the missionaries have 
done tremendous work in building the North. 
The hold they have on the community may 
verge on tyranny, but they do nevertheless 
help the natives to become self-sufficient and 
to improve their way of life. Only a very small 
number of the missionaries are Canad ian, the 
vast majority of them, and the nurses who man 
the nursing stations, are European-English, 
French and Belgian. 
We found that the natives are sick and tired 
of constantly being examined and studied by 
medical men, anthropologists, and the like. 
They have seen very few results from the 
lnuvik Eskimos 
stud ies these people do on them. They know 
that books are written about them, but they 
don't see how that makes any difference to 
them. It takes a long time for an Eskimo, in 
spite of his outward friendliness, to confide in 
you abou t his home li fe, his tribal customs, 
his social set-up, etc. Most sociologists 
nowadays have to pose as teachers or 
merchants and talk with the natives on the 
side, to get the information they want for their 
projects. 
In most cases welfare is necessary to 
support the natives. If the hunting or the 
fish ing is bad that season, the government 
can 't just let the man starve. No welfare is 
given out until all the possible channels have 
been examined, and it is proven that there is 
just no other means of earning a living. 
The government, in all its benevolence, is 
very often negligent in administering to the 
people of the North. All too often , the men in 
the North who know the situation best, such 
as the missionaries, are ignored by the people 
in Ottawa or Yellowknife when plans are being 
laid. An excellent example of this is in Fort 
Rae, where one of our Western students spent 
the second stage of the Summer School. The 
town is bu ilt on very rocky ground and has no 
means of sewage disposable comparable to 
that in lnuvik. Hence, outbreaks of Shigella 
dysentery are very common there. The 
government bu ilt a small utilidor system there 
recently, but only two houses are hooked up 
to it, those of the two RCMP officers in the 
town. The government put chlorine in the 
drinking water, but the natives didn 't like the 
taste of it so they continue to drink the 
contaminated lake water. The government then 
dec ided to move the town and build a new 
one a mile or so away. The people, however, 
are a fishing people and they don 't want to 
live a mile from the lake. The new town is to 
be another lnuvik, only this time, the white 
and native sections of town will be separated 
by a grove of trees. Certainly the intentions 
of the government are the best, their actions 
had sound bases in some areas, but they 
totally ignored the natives needs, wishes, and 
customs in others. The general feeling among 
the delegates to the Summer School was that 
the program was well planned and well run, 
but that it was both too short and was in the 
wrong order from what the ideal plan would 
be. We arrived in lnuvik one day, went to a 
lecture at 8 o'clock the next day, and then 
broke into discussion groups and were told to 
discuss the problems of the North. We didn 't 
know there were any problems. We'd never 
been there before. 
The ideal set-up for the Summer School 
would have been for us to spend a much 
longer time in the various outposts, possibly 
in two or more outposts both Eskimo and 
Indian, and then have met in lnuvik for a 
discussion of what we had seen and what we 
liked and disliked about the situation in the 
North. Edmonton should not even be included 
in the program ; it's too c lose to the Rockies. 
The program didn't include any talks to us 
by natives or by anyone who was a permanent 
resident of the North. We had to go out in 
lnuvik on our own and find these people. 
There were no Farley Mowats included in the 
programme, and there certainly could have 
been many more residents of lnuvik included 
in it. 
The North held a tremendous fascination for 
most of us. Those of us who went, went 
largely because we felt that this would be 
the one and only time we'd ever be in the 
Canadian Arctic. We went to see the Arctic 
and to see more of Canada. I'm sure the Good 
Samaratan idea of helping the natives was far 
from most of our thoughts. What we found in 
the North wasn't what any of us expected, I'm 
sure. 
First of all , it was summer up there. It got 
up to 70° some days, (and then snowed the 
next). The medical conditions at the hospital 
and the nursing stations were as modern as 
you 'd find in the same sized villages in the 
South. There were no igloos and caribou hide 
houses. Hudson 's Bay stores were everywhere 
offering everything a general store does down 
here. 
What we found , though , surprised us all , 
both pleasantly and disappointingly. We found 
a degree of d iscrimination comparable in 
some ways to that found in U.S.A. Why was 
the utilidor too expensive for the natives to 
have their homes serviced? Why was the 
hospital built so far from the natives' homes 
and so close to those of the 
government-employed whites? 
We found that we were all needed right 
here in our own country as badly as they need 
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medical men in Africa and Asia where almost 
all of our Canadian doctors go who feel they 
want to do outpost work. Why so many to 
Africa and so few for our own country? Why 
is it more romantic for a missionary to go to 
another continent than for him to stay in his 
own country where he could do just as much 
good? Why are we helping others to such an 
extent when our own citizens need ou r help 
just as badly? Many of us left the North 
determined to return and to do our litt le bit for 
our country and for her depressed natives. 
The country up there overwhelms you with 
its vastness, its emptiness. It staggers you to 
think of thousands and thousands of miles of 
land without any trees, with hardly any people, 
with only a smattering of animals living in it. 
The potential of all this just cannot be 
measured in your imagination. 
And so, through our travels across so much 
of Canada, through our contacts with students 
from all regions of Canada, through 
discussions, observance, comparison, we all 
came home from the Summer School better 
informed and more aware Canadians. 
Just as the North has done for so many 
men, it is going to draw back some of us who 
attended the Summer School. I know that 
some have already applied for a year's service 
in lnuvik. The land, the people and their 
needs and the tremendous potential , and the 
possible future of the North has an attraction 
that is hard to exp!ain. Some of us will go 
back. 
Gems of Knowledge from the Faculty 
Dr. D. Mi--s. Re. Ways of producing abortion. 
1. Have repeated hot baths. 
2. Perform heavy exercise. 
3. Repeated jumping off a table. 
4. Violence to the abdominal wall. 
However the result for the unfortunate woman is : 
1. She will become very clean. 
2. Very tired. 
3. Have flat feet. 
4. Have a build like An ita Ekberg. 
5. Will deliver the baby at the appointed t ime. 
Dr. D. Mi--s. (Again!) Re. A lecture on Crimes of Passion. 
I'm afraid this is going to be rather a grab bag of a lecture. 
Dr. R. K--h. Re. Dr. H. Allen. He's a great one for vaginal gymnastics. 
Dr. N. L-e. The clinical differentiation of emphysema is based on the observation-Are 
they " Pink Puffers" or Blue Bloaters" ? Also the main piece of advice you can g ive to 
patients with chronic chest condit ions is to tell them to keep away from people with 
" snotty noses" . 
Dr. M. R--n. Re. Prob lems of impotence in the male. 
" Practise makes Perfect ". 
Also regarding stat istics : Figures are like women-Once you get them down you can do any 
thing you like with them. 
Dr. F. B--n. Re. Debridement in Tetaus. You have to cut enough out but at the same time 
leave enough of the patient beh ind so that his folks will recognise him. 
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Book Reviews 
Larry Kelly '68 ' 
Mario Castelli '68' 
RECENT AOU ISIT IONS TO THE HEALTH SC IENCES CENTRE LI BRARY 
OF PARTICULAR INTEREST TO MEDICAL STUDENTS 
(Abst racted from the December 1967 Bu lletin-214 Volumes listed). 
CALL NUMBER AUTHOR 
OD31.S77 1963 Sorum, C. H. 
OD33.L9 1966 Luros, G. 0 . 
OD33.S44 Selwood , P. W. 
OS4.A628t 1967 Anthony, C. P. 
OS4.G228s 1967 Gardner, W. D. 
OS4.G779a Gray, H. 
OS4.G779an Gray, H. 
OT104.P115c 1964 Pace, D. M. 
OV4.M989m Musser, R. D. 
OV244.B954m 1960 Burger, A. ed. 
OW4.F923f 1962 Frobisher, M. 
OW4.W564b 1964 Wheeler, M. F. 
OY185.L766u 1957 Lippman, R. W. 
OZ35.B168p 1967 Baker, R. D. 
W0 218.j83e 1967 Josiah Macy, Jr. 
WR17.F899c 1966 Frieboes, W. 
WW17.B282c Barsky, D. 
THE PRINCIPLES AND PRACTICE OF 
MEDICINE: 
edited by Sir Stanley Davidson 
As with all books, 'Davidson ', has both good 
and bad characteristics. It is patently obvious 
to students and educators that this short 
readable text has many desirable qualities. 
This popular work treats log ically, the 
common clinical syndromes and avoids the 
esoteric subjects. Th is edition contains new 
sections on Genetics and Acute Poisoning, 
thus widening the scope but retaining t>ook's 
characteristic managable size which makes it 
ideal for exam purposes. 
I have said noth ing critical , e.g. some 
sections are not up-to-date or of the same 
excellence as others, because there is only 
little to criticize ; and have avoided detail, as 
this text is well known. 
T ITLE 
Fundamentals of general chemistry 
Essentials of chem istry 
Chemical pri nc iples 
Textbook of anatomy and physio logy 
Structure of the human body 
Anatomy, descriptive and applied 
Anatomy of the human body 
College physiology 
Pharmacology and theurapeutics 
Medic inal chemistry 2nd ed. 
Fundamentals of microbio logy 7th ed. 
Bas ic microbiology 
Uri ne and the urinary sediment 
Postmortem examination , spec if ic methods 
and procedures 
Education in anesthesiolgy 
Color atlas of dermatology 
Color atlas of pathology of the eye 
Th is book is highly recommended by 
myself and many of my c lassmates. E.&S. 
Liv ingstone Limited , 1966. Published in 
Canada by The Macmillan Company, To ronto. 
1342 pages, $7.25. M.F.C. 
CORRECTION 
Please excuse our Freudian slip. Vol. 38, 
No. 2, p.67 A SYNOPSIS OF CANCER : by 
Wil fred 'Kack ' should read 'Kark '. M.F.C. 
One showgirl to another, outs ide the door 
of a psychiatrist's office : " Are you coming or 
going?" 
" If I knew that, I would '! be here. 
Doctor: You 're coughing more easily this 
morn ing. 
Pat ient : I shou ld be. I practised all night. 
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News and Views 
Sandra Snyder '69' 
Omah Singh '69' 
HIPPOCRATIC COUNCIL 
By the time this issue of the Journal is 
published, elections will have been held 
and my term as President will be over; so 
perhaps I can use this opportunity to thank 
the Journal editors for providing this means of 
communication. 
Tachycardia was a " roaring " success, both 
from the entertainment point of view and 
financially. Much credit is due to George 
Deagle, and his staff. 
The BIG social event of the year, Meds-at-
home in combination with the revived 
Hippocratic Banquet looks like a big success 
at the time of this report. Dr. Kinch has proved 
himself to be a popular and dynamic part of 
UWO both academically and personally. This 
speaker deserves a good turn-out. If the last 
lecture Dr. Kinch gave is any indication , 
Hotel London should be filled . 
In the January 10th meeting of Cou nc il , the 
following motion was approved : 
" On November 28th , 1967, the University 
Student's Counci l of th is University adopted 
this statement on Discrimination-'No 
individual , committee or group representing 
the University Student's Counc il of the 
University of Western Ontario shall meet with 
any group or individual in any club or on the 
premises of any organization which , in its 
membership practices discrimination on the 
basis of race , religion or colour.' We, the 
members of the Hippocratic Society of the 
University of Western Ontario su pport this 
statement. " Th is will be sent to any group 
who p rovides or will seek to provide a 
location for meetings, part ies, banquets, etc. 
Fou rth year voted to have this statement sent 
to the OMA and the London Academy of 
Medic ine who provide a banquet for fourth 
year students. 
The UWO Medical Journal , under the very 
capable editorship of Martin Inwood is a 
A doctor admitted a patient with a fracture 
of the left humerus. The following dialogue 
took place : 
Doctor: " I have just come from discussing 
you r fracture with the radio logist" . 
Patient: " Well , doctor, I fail to see why this 
shou ld be broadcast all over the city" . 
B. E. Knapp, MD, Vancouver, B.C. 
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success. The second issue was the best 
Journal I have read from this school. 
As the medical year draws to a close, 
exams draw near and plans for summer jobs, 
trips, marriages, etc. come into view. For 
Meds '68, the May exams will perhaps be the 
last that many of us will write, our outlook 
turning now to internsh ip and residency. 
Again we start at the bottom of the ladder. 
Life is short-Live it fully-live it now. 
Larry J. Kelly, 
President, Hippocratic Society 
OSLER SOCIETY 
The third meeting of the Osler Society was 
held on December 5th , 1967, at Westminster 
Hospital. Eighteen medical students and 
faculty met to celeb rate the Fortieth 
ann iversary of the society. Aziz Chaudry '70 ' 
presented his pri ze-winn ing essay, " the Role 
of the Arabs in the History of Medic ine". Dr. 
E. A. Bartram '28 ', the on ly living charter 
member of the Os ier Soc iety, reminisced 
about the found ing and early history of the 
society. 
On January 30, 1968, the fourth meeting 
was called to order at St. Joseph 's Hospital 
by President Harold Watts. Martin Inwood '69 ' 
presented the first paper, " Royal Operations". 
J im Laing, '69' followed with an essay on 
" Euthanasia". 
Medical students, staff members, and local 
doctors are invited to attend our next meeting 
on Tuesday, February 27, at 8:30 p.m. in the 
Second South lecture room at St. Joseph 's 
Hospital. Mr. A lan Richardson, M.A. will 
present a paper " James Cowles Prichard 's 
Contributions to the theory of Race 
Formation". Betty Lawrence '69' will give a 
paper on epilepsy entitled " The History of the 
Falling Sickness" . 
The Osler Banquet will be held on Friday, 
March 29, 1968 at Somerville House on the 
university campus. The speaker, Dr. I. M. 
Rabinowitch wi ll present the Osler address 
on " Medic ine in the Talmud " . 
Betty Lawrence '69 ' 
ALPHA OMEGA ALPHA 
The December meeting of the AOA was 
held at the home of Dr. G. Manning. Harold 
Watts presented a paper on " The Role of the 
Life Situation and Disease". He reviewed 
studies concerning disease-prone individuals 
and the correlation of the results of a 
psychological assessment at the onset of or 
prior to the disease to the ultimate outcome 
of that disease. He also discussed the results 
of a study which he did last summer with Dr. 
J . Thurlow of the Department of Community 
Medicine. 
STUDENT ACTIVITIES 
Tachycardia- As usual , this year's Medical 
School show was a lot of fun. Every year had 
plenty of enthusiastic part iciants and each 
night the audience was very receptive. 
Although much of the show has faded into a 
pleasant blend of memory, two things stand 
out clearly as highlights. One of these was the 
film , " The Kinch Winch-or Broaching the 
Breech ", which Med 's '69 ' produced. The 
excellent casting and direction, combined 
with the brown pictures from accidental 
errors in exposure, and the inherent humour 
of the " old silents" made this a real gem, and 
was undoubtedly the deciding factor in the 
award for the best skit going to Med 's '69 '. 
The other unforgetable part of the show was 
the tremendous music provided by the Med 's 
Band. There are a loi of top-notch musicians 
in the school , and a very capable conductor 
was able to bring them to-gether with 
unprecedented good results. We understand 
the band is getting together for a recording 
session , so perhaps you 'll be able to hear 
them again! (and again ... and again ... ). 
Next year, the show is going to move to 
Talbot Theatre, where all lighting, sound and 
stage facilities are much superior. I hope the 
basic nature of the show is not changed to a 
more professional , less spontaneous 
production. Long live the gross jokes and fun , 
and damn the reviews!! 
George Deagle '68' 
CLASS NEWS 
Meds '71 '-Last issue reported EXAMS in 
the Bad news column. While no 
mis-classification that, exams are proving to 
be less traumtic than might have been first 
expected, as the Class of '71 ' cultivates that 
studied nonchalance that '70' so successfully 
employs. Indeed, there is certain elation in 
the class, possibly because the exams are 
past : would tho ' that they were, as well 
passed! 
Tachycardia proved to be fully as 
entertaining behind the curtain as before it. 
By all reports, the enthusiastic if unpolished 
performance of '71 ' ranked the equal of other 
first-year skits. What diplomats, those critics ! 
When not engaged in studies or the more 
enjoyable aspects of that 'euphimism' 
extra-curricular activities, the hopeful are 
observed praying for snow and cold to prevail 
on the winter weekend when Western goes 
Klondike. Meds and Dan MeG have a 
reputation to uphold. 
Meds '70'- The Xmas holidays-what a 
lovely phrase! However, Meds '70' did not 
have too much spare time to ponder on the 
beauty of that expression. They were greeted 
on their return by the zealous professors who 
had the proverbial " open arms" . Unfortunately, 
the hands of the periphery of these clutched 
exam papers. 
On the brighter side, the trip to Detroit, 
sponsored by Parke-Davis, is scheduled for 
February 12. To compensate for the massive 
increase in blood volume which will result 
from their alcohol intake, the class wi ll 
participate in the cryoprecipitate bleeding. 
This should keep their systems well-balanced. 
Meds '69'-Congratulations are in order to 
Meds '69' for winning the cup in Tachycardia 
again this year. 
The class is becoming weak and 
undernourished. The cause--the members are 
frantically saving all their pennies in 
anticipation of the " Third and Fourth year 
c lass party", when they hope to support their 
seniors in their sinful excesses. 
Finally, undaunted by the reports of those 
who know, four members took the plunge 
during the holidays and became engaged. 
Meds '68'-With their Councils rapidly 
approaching, the class has had neither time 
nor opportunity to indulge in excesses. Their 
motto is now 'Cram and Pray'. 
Answer to Photoquiz-see page 85 
Appendix showing Warthin Finkeldy 
inclusion bodies pathognomic of measles. 
The patient, a seven year old boy, 
experienced nausea and vomiting associated 
with pain and tenderness in the right lower 
quadrant. Adm ission white cell count was 
12,600 per cu .mm., and at celiotomy, an 
inflamed appendix was removed. The following 
day, after seeing the sections, the pathologist 
called the floor and was very grateful to learn 
that a rapidly developing rash, commencing 
only that morning, had confirmed the 
histological diagnosis of measles! 
The section and clinical details were by 
kind permission of Dr. T. D. Patterson, M.D., 
Director of Laboratories, St. Joseph's Hospital, 
Chatham, Ontario. 
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Sports-The Water-Polo season has 
linished-<>nly, the Meds team did not make 
the play off. 
Hockey, Swimming, Basketball , and 
Volleyball have just started. The " Small 
Racquet Sports" i.e. Table Tennis and 
Badminton, will commence in early February. 
Rich Hawkins is planning to organize 
interclass Volleyball , Hockey, and Basketball. 
However, as facilities are limited, this is 
proving to be a fairly difficult undertaking. 
ALPHA KAPPA KAPPA 
At our initiation banquet Dr. J. Patterson 
was made an Honourary Member of the 
fraternity. Dr. Ed Love was appointed to the 
Alumni Board. 
The speakers lor our professional meetings 
thus far have been : Dr. Ramsey Gunton, who 
spoke on Coronary Heart Disease; Dr. Bi ll 
Keil , presented paintings done by psychiatric 
patients. , and Dr. Bob Kinch gave an 
upstanding dissertation on that ever popular 
subject " SEX" . 
The fifty-five members of the Beta Kappa 
Chapter, due to thei r extreme brill iance and 
insatiable desire lor the study of Medicine, 
once again return the Inter-Fraternity 
scholarship award to our trophy cabinet. The 
annual A. K. K. formal will be held at the 
Hotel London on Friday, January 26th and 
will be preceded by cocktail parties at various 
homes of our alumni. 
MED'S WIVES CLUBS 
John Tasker '69' 
President 
A small number of the Meds Wives 
appeared on the popular T.V. program 
" Act Fast" . Nancy Tasker spoke with Bill 
Brady, and Janet Inwood performed an 
excellent charade. The program will be 
shown on television on Sunday, January 
28th. $95.00 was donated to the Canadian 
Hemophilia Society. 
For our last month 's meeting at the 
Cancer Clinic we had a Dutch Auction and 
great fun was had by all. 
Nancy Tasker 
CONTINUING EDUCATION 
The following programs have been 
presented so far this year with much 
success : 
Cancer Symposium-" The Patient with 
Metastasizing Cancer", January 10, 1968. 
Therapeut ics-Refresher course, January 31 , 
1968. 
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Anesthesia-Refresher course, February 5-9, 
1968. 
Future courses being offered in the Busby 
Room of Victoria Hospital are : 
Paediatrics Refresher Day-Wednesday, 
February 21 , 1968. 
Psychiatry Refresher Day-Wednesday, March 
13, 1968. 
Medicine Refresher Day-Wednesday, April 
3, 1968. 
A series of Medical Television Education 
programmes is being presented every Sunday 
until April at 9:00 a.m. and again after 
sign-off on Channel 10, London (vide infra). 
DEAN 'S CORNER 
Department of Biophysics 
Dr. C. P. S. Taylor has been appointed 
Assoc iate Professor in the Department of 
Biophysics. Dr. Taylor comes to Western 
from Vancouver where he was Assistant 
Professor of Physics at UBC. His special 
field of interest is " molecular biophysics" . 
Neurological Sciences 
Three Colloqu ia on Neurological Sciences 
have been arranged to which all medical 
students are invited. They will consist of 
presentat ions of clinical cases, followed by 
lectures on the basic sciences material 
relevant to the clinical presentation. The 
Colloquia will all be held in the Auditorium of 
Westm inster Hospital on Saturday mornings 
from 9:00 to 12:00 noon. 
March 9th-Pain 
March 23rd-Extrapyramidal system 
April 6th-Coma 
AWARDS 
Dr. Murray L. Barr, Professor in the 
Department of Anatomy was awarded the 
Medal of Honor of the Pharmaceutical 
Manufacturers' Association of Canada in 
recoonition of his outstanding contribution to 
medical science and genetics. This May, he 
is to receive an additional honor, the Goldblatt 
Cytology Award and Gold Medal from the 
International Academy of Cytology at Rio 
de Janeiro, which will be shared with Dr. 
Miche l Bertram, Professor of Anatomy at the 
University of Toronto. 
RINGER NIGHT AT ST. JOSEPH 'S 
HOSPITAL-LONDON 
On December 19, 1967, this erudite and 
very amusing series of papers were 
presented by members of the medical staff of 
St. Joseph 's Hospital. It was thought that the 
following list of papers presented, would 
give a small idea of the vast breadth of 
knowledge now available to both the patient 
and medical students attending St. Joseph 's 
Hospital. A splendid buffet provided by thE: 
Sisters of St. Joseph 's rounded off a very 
enjoyable evening. 
Dr. Sweeney-Hepatic Hep Cat 
Dr. Reese--Rocky Investigation 
Dr. Wilson-Lumpus lnnominatus lnfantus 
Dr. Jaco--The Water Boy 
Dr. Marshaii-Ess Mass 
Dr. Meltzer-Humble Pie 
Dr. Coles-Half A Heart 
Dr. Edgar-Stone In The Nile 
Dr. Mills-Diagnosis of Measles by Routine 
Appendectomy 
Dr. Le-Boldus-Nose Bleeds Young and Old 
Dr. Stein-Subclavial Steal Which Branch 
Was the Thief. 
MEDICAL EDUCATION TV SERIES 
By the time this issue of the Journal is 
delivered, six films in this series will have 
already been shown on CFPL-TV, London ; 
WSTV Detroit and CKNX Wingham. Indicated 
below are the list of films to be shown. If you 
have not already received a very attractive 
and informative brochure giving full detai ls of 
times of programming etc., please write to the 
Department of Continuing Education, Faculty 
of Medicine, UWO, and they will be del ighted 
to send you a copy. 
Letters to the Editor 
Dear Sir, 
The present trend of student type articles in 
my opinion , should be continued and 
extended. As an alumnus, I am most 
interested in hearing students ' opinions with 
respect to many th ings including their current 
medical education , their thoughts on the 
future of medicine as it applies to them, and 
in general , any philosophical expressions of 
this type, I think these are to be encouraged. 
It would seem to me that in so far as scientific 
articles are concerned , those which the 
students themselves have had experience 
with , are fine, i.e., their summer jobs, research 
etc. are of interest , out reviews I think are 
adequately covered in the excellent journals 
of many other sources and should be, I think, 
played down in this type of journal. The other 
thing which is of interest certainly to the 
alumni , is the practice of wri t ing a short 
sketch of the alumni whose anniversary year 
is being celebrated during the time of the 
current Journal. 
It goes without saying that the 
undergraduates enjoy these programmes 
immensely and find the information presented 
by this media, both entertaining and 
instructive--a combination very difficult to 
achieve in modern medical pedagogy. 
Programs to be shown 
Films 
1. New Approaches in Therapy 
2. Placebos 
3. Osteoporosis 
4. Investigation-How Much? 
5. Lupus Erythematosus and Related 
Disorders 
6. Face Pain 
7. Peritoneal Aspiration As An Aid in 
Diagnosis of Abdominal Disease 
8. Preparation of the Ch ild for Hospital 
9. The Voice, The Hand and the Eye in the 
Diagnosis of Heart Disease 
10. Management of !so-Immunized Pregnancy 
11. Patient in Cardivascular Collapse 
12. Clinical Aspects of Emphysema 
13. The Sick Newborn 
14. Abnormal Menstrual Periods 
15. Multiple Trauma 
I must say that it seems to me that the 
Journal is improving and that its interest to 
alumni has increased and I think will increase 
even more as time goes on, should your 
current pattern be followed . 
D. B. Meltzer, Meds '50 ' 
Dear Sir, 
I have just found time to sit down and look 
through your new UWO Medical Journal , and 
I am simply delighted! You and your staff are 
to be congratulated no end. I can 't remember 
when I have been more enthusiastic about the 
promise of progress shown by a student 
publication. I hope my opinion is shared by 
enough Meds Alumni to make your 
subscription list swell substantially. 
On that score, good luck! And believe me, 
your next issue will be eagerly awaited. 
G. Campbell McDonald, 
Director, Alumni Affairs 
and Information Services 
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Alumni News 
Denise Antoni '69' 
Dear Sir, 
I would like to congratulate the editorial 
staff and especially the Editor of the Medical 
Journal on the reorganization of the Journal. 
We have had many comments from the 
Medical Alumni concerning the new format. 
If it continues in future years, in its present 
form and content, it will fill a very real need 
for a journal with contributions from Western 
graduates, both on the campus and throughout 
Canada and the United States. 
The Alumni Association is pleased to give 
support to a publ ication of this type. I would 
urge Medical Alumni to support the efforts of 
these energetic undergraduates by subscribing 
to the Journal. I would further urge them not 
to consider their subscription fee a donation 
but to actively read the Journal both for the 
excellent content of its articles and also as it 
serves as a voice of the medical 
undergraduates at our University. They have a 
vital interest in the complexities of modern 
medicine as it is being taught to them and as 
they are learning it in their undergraduate 
years here at Western. 
1926 
Jack H. Walters, M.D. , 
President, UWO Alumni Association 
JAMES G. QUINLAN is in general practice in 
Toledo, Oh io. 
1936 
CLARENCE SCOTI is now Ch ief of Surgery at 
Northern lnzo Hospital in Bishop, California. 
When time permits he likes to indu lge in the 
outdoor life-fishing, golfing and skiing! 
1948 
ALLAN G. RAMSAY who from 1960-63 was 
Director of the Renal Unit at Victoria Hospital, 
London, Ontario, is at present down south in 
Birmingham, Alabama, where he is a Professor 
of Medicine. 
1954 
PAUL OTION took the McGill Diploma Course 
in Anaesthesia, 1957-59. He furthered his 
studies by spending a year at London 
Post-graduate Medical School, London, 
England. To-day he is an Assistant Professor 
of Anesthesia at McGill University. 
His current interest is the cardiovascular 
effects of anesthesia, a topic on which he has 
published several papers. 
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1955 
RICHARD ROBERTS also took the McGill 
Diploma course in Anethesiology, from 
1961-64. He then moved on to Syracuse and 
joined the active staff of the General Hospital 
of Syracuse. Outside medicine, he is a flying 
enthusiast. 
1957 
EDGAR NEWELL after interning in London, did 
a three-year residency in Opthalmology at the 
University of Michigan Medical Center in Ann 
Arbor. In 1962 he received his certification in 
Ophthalmology and in 1964 he passed the 
American Boards in Ophthalmology. He is now 
in private practice in Windsor, Ontario. 
1957 
W. D. MacDONALD is the Surgical Registrar 
at the Manchester Royal Infirmary. He is 
plannmg to return to Canada towards the end 
of this year to practise General Surgery, 
probably in Kitchener. 
1958 
F. S. LYNES took Dr. Kinch 's Obsterical and 
Gynecological course at UWO. In 1964 he 
received his F.R.C.S. and in 1967, his 
M.R.C.O.G. He is now active staff (obs. and 
Gyn.) _at St. Joseph 's Hospita l in Hami lton , 
Ontano. 
1959 
D. G. H. STEVENS following training both in 
London and Montreal is now a Paediatrician 
in New Market, Ontario. He is a member of 
the Canadian Paed iatric ian Soc iety and is 
espec ially interested in retarded children and 
the opportun ities available for them. 
1960 
RONALD B. PASSI took the general surgery 
course at UWO, 1961-1965. During 1966 and 
1967, he had the honour of being a R. Samuel 
McLaughlin Travelling Fellow. At present he is 
an instructor in surgery at Ohio State 
University but plans to return to UWO early 
this year to take on the position of Assistant 
Professor of Surgery. 
1960 
ROBERT HECKADON d id Plastic and 
Reconstructive Surgery in Toronto, 1960-'66 
and obtained his certification and F.R.C.S.(C). 
Now practicing in Windsor, Ontario, he is on 
active staff at the following hospitals : (1) 
Hotel Dieu, (2) Metropolitan, (3) Grace, (4) 
I.O.D.E. 
1960 
G. T. RENECKER, now living in Toronto is a 
clinical teacher, Dept. of Psychiatry, University 
of Toronto, as well as being a staff psychiatrist 
at Toronto General Hospital. 
Tachycardia 1967 
The Old Meds School on South Street, 
again saw another vast array of talent 
presenting an Annual Christmas Show for the 
edification and, it is hoped, amusement of the 
unfortunate audience who saw it for five 
nights this year. 
For those of you who were fortunate 
enough to see the show it would be 
impossible to disagree with the perenniel 
observation that the Western Medical student 
not only displays an abnormally high degree 
of intellect by being a member of the most 
senior faculty on the campus, but also has an 
equal amount of superb talent for the 
performing arts. Where else could you find 
such a 'rara avis ' ! 
As always, a lot of effort has to go into 
this type of production and it is very difficult 
to single out anyone in particular, especially 
when over half the entire school were either 
involved directly or indirectly in the 
production. However, the chief load of 
responsibility always falls to the Ch ief Meds 
Merrymaker, who this year was George 
Deagle '68 '. The Assistant Ch ief was Reid 
Finlayson '69' and the individual Class 
Merrymakers were Peter Mitchell '71 ', Henry 
Rubenstein '70 ', Martin Inwood '69', and John 
Stoffman '68'. 
This publication , being carried through the 
publ ic mail could not publish any of the jokes 
or situations due to the inevitability of losing 
our postal license. Suffice to say the Faculty 
Advisors and Judges under the direction of 
Dr. F. S. Brien managed both to keep us in 
rein but still allow us the liberty and 
enjoyment of providing entertainment (sic) , 
and attempting a not too subtle attack on our 
beloved faculty staff. 
The theme of the show was Centennial 
with Meds '70' opening the show with a 
" Spotlight on Western ", followed by Meds 
'70' with " Reviews of Major News Items of 
Centennial Year". After excellent between 
t:urtain acts and the magnificent Meds Band, 
under the direction of Larry Kelly '68 ', Meds 
'69' presented Western 100 years ago or 
" Fiexnor's Folly ", followed by Meds '68 ' with 
Sexpo '67' ; A Fair to Remember. 
The challenge cup for the skit was finally 
presented to the Class of '69' for the second 
year running after a very close competition. 
Meds '68 ' placed second and they have had 
the enviable record of being second in all 
four years of their Tachycardia performances. 
The show will not be the same without them. 
This year Bill Byles, the unofficial Dean of 
the Medical School , was one of the stars of 
fourth year-playing the part of a lover, and 
he very kindly provided the Journal with a 
copy of the 1936 Annual Barbecue which was 
the predecessor to Tachycardia which did not 
come into existence until after the second 
world war. As callow student performers, we 
were rather interested to see certain eminent 
members of to-day 's faculty listed in it , so we 
thought you might like to see it for yourselves 
in order to judge whether the students of thirty 
years ago were any different to their present 
day counterparts. Incidentally, on the back of 
the program Monteith 's Men's Shop were 
offering made-to-measure suits, topcoats and 
evening clothes from $22.50 and up and 
students were asked to consult their agent, 
Henry J. Breault of Meds '36' for further 
details. Is Doctor Breault st ill offering the 
same deal??? M.J.I. 
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Tachycardia '67 
2 
3 
4 
6 
7 
8 
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9 
10 
12 
11 
13 
1. The Meds Wives Kick Line 
2. The " Two Cotton-Pickin' Finger Pluckers" 
3. George Deagle and Reid Finlayson 
4. Dr. Valentine's strange apparatus, 
Meds '69' 
5. Puberty comes to the Class of '68' 
6. Bill Byles the Lover, Meds '68' 
7. Three More 
8. Twiggy shows her 'front', Meds '68' 
9. The Glorious Victors , Meds '69 ' 
10. You can guess why we put this in, 
Meds '70 ' 
11. ?????? 
12. The Four Skins 
13. Stool, Stool, Glorious Stool, Meds '69' 
14. Dr. Kinch supervises, Meds '68' 
15. The Grossest Skit, Meds '71 ' 
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MARCH 20, 1936 
c:J~e Earbecue 
BARBECUE COMMITTEE 
F. Rawlings-Chairman 
H. Breaul t, G. Francis, R. Christianson, N. Elliott, G. Stonehouse, M. Sharpe, 
0 . Lockhart 
I. GYMNASIUM-7.45 p.m. 
1. Battle of the Century 
II. AUDITORIUM-9.00 p.m. 
1. " lncision"-(Overture) 
Faculty vs. Stewedents 
Meds Merry Makers Orchestra 
2. " A Night in a Bar Room" or " Nuts to the Girl 
in the Red Hat" Meds '38 
Scene: A Beverage Room. 
Plot (if any): The Beverage Room is situted across from the Ontario Hospital. 
Luny, the lunatic, is sweet on Gladys, the waitress. Ha-a-a ... The plot 
thickens ... Read on. 
CAST IN ORDER OF APPEARANCE 
Janitor-Leo Roszell 
Lunatic-Bill Tighe 
Waitress-Frank Brent 
Micturator- Oon McDonald 
3. Tuneful Melodies 
4. Lantern Sermon Series 
Students-John Munn, Don MaRae, 
Doug Kemp, Mason Sharpe, Frank 
Babb 
Properties-Walt Copp 
Bramah, Coates and Weinstein 
5. " The Birth of at Nation" or " A Royal Flush" Meds '37 
The scene of this impending drama is laid in a cabin located in the prolific 
back woods of Northern Ontario. The cabin was built in 1771 by Louis Le 
Ratte, who had gone into the woods to wait for the examination results to 
come out. 
CAST IN ORDER OF APPEARANCE 
Mr. Oionne-Bill Gibson 
Mrs. Dionne-Ray Lawson 
Dr. Fisher-Lloyd Hession 
Dr. Miller-A! Pain 
Dr. Ross-Em Faulds 
Dr. McNei l-John Graham 
Dr. Slack-Elmer Barton 
Or. Mackl in-Frank Rawling 
Dr. Waud-Arn Bright 
Or. Dafoe-Ken Bell 
6. Pu lmonary Gymnastics (sing song) 
7. " Men in White" (slightly soiled) 
Act 1-Staff Meeting in Clinic Rooms O.P.D. Micturia Hospittle. 
lnte rlewd-The Two Enemies. 
Act 2-0ut-Patient Clinic, Micturia Hospittle. 
Grand Finale-The Three Empyemics, with entire cast. 
DRAMATIS PERSONAE (ORDER OF APPEARANCE) 
Act 1 
Dean Campbell-A. Dear 
Dr. Macgregor-G. Francis 
Dr. Duffy-B. Roth 
Dr. Ch ilds-A. Christianson 
Dr. Milner- Don Twiss 
Voice off Stage-Bill Shake-
speare (R.I.P.) 
Dr. Laughlin-F. Veroni 
Dr. R. Johnston-C. L. Scott 
Dr. Hughes-A. Weylie 
Dr. Tillman- H. J. Breault 
Dr. J . H. Fisher- H. 0 . Smith 
Two Enemics-Breault , Lind 
Orderly-A. Weylie 
Act 2 
Dr. Shute-K. Mitton 
Meds '36 
Nurse-A. Dear 
Patients-smith, Veroni , 
Mitton 
Dr. Tew-C. L. Scott 
Two Boys-Boyes and Christianson 
Nurse McGooghan-B. Roth 
Empyemics-Breault , Lind, Boyes 
Accompanist- Ted Bramah 
8. (a) Bill Tighe-Monologue 
(b) Orchestra-Decalogue 
9. Presentation of Awards 
10. Orchestra 
Ill. GYMNASIUM-Gastronomics 
ORCHESTRA 
Leader-N. Elliott 
Barton, Bramah, Coates, Milner, Schram, Breault and others. 
BASKETBALL TEAMS 
Faculty-Cline, McGeogh, Middleton, Clark, Ward , Simpson, Willensky, Callaghan, 
Goddard, and other worthy men of note. 
Stewedents-Brush, Lepine, Scott, Sawyer, Faulds, Fry, Stratton, Bell. 
Kind ly refrain from attempting to throw the chairs-they are sc rewed to the floor. 
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The Weisman Collection of Pre-Columbian 
Medical Miniatures 
During the month of December, the Health 
Sciences Library was very fortunate to be able 
to exhibit the above collection. The following 
explanation of the exhibition is by kind 
permission of Professor R. A. Richardson, 
Assistant Professor of History of Science, who 
was primarily responsible for arranging this 
exhibition at the Medical School. 
The more than 100 miniature clay figures 
shown in this exhibition have been found in 
graves and tombs in Mexico and South 
America and are believed to date from about 
500 B.C. to 800 A.D. They have all been 
selected from the collection of pre-Columbian 
medical sculpture of Dr. Abner I. Weisman, 
Clinical Professor of Obstetrics and 
Gynecology at New York Medical College. 
Dr. Weisman first became interested in the 
medical practices of other cultures when, in 
1944, he was assigned to a Sioux reservation 
in the Dakotas as a U.S. Public Health Service 
physician. Sometime later, while traveling in 
Mexico, he discovered that many 
pre-Columbian figures portrayed physical 
defects. He felt that the peoples of the early 
American continent were trying to tell a 
medical story. As a result , Dr. Weisman began 
to gather and study clay sculpture from 
Mexico, Central and South America. His 
collection now numbers approximately 3,000 
items dating back to 2000 B.C. 
Many archeologists believe that like other 
sculpture of that era, medical sculptu re was 
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placed in the grave either as part of the dead 
person 's treasured possessions or perhaps to 
explain to the gods, the cicumstances of 
illness or death. Dr. Weisman presents another 
theory. He suggests that some of the figures 
may have orig inally been used as models for 
medical instruction. 
Accord ing to Dr. Weisman, pre-Columbian 
sculptors depicted the pathology of many 
diseases and the physical states of their 
people, the knowledge of their physicians, and 
the ski ll of their surgeons. They captured in 
clay the symptoms and signs of goiter and 
obesity, reactions to asthmatic attack and 
cardiac anginal pain , and even such ordinary 
daily complaints as headaches, stomachaches 
and toothaches. The pieces on display have 
been divided into 21 different groups 
according to their subject matter. 
The miniature figures shown here are all 
less than five and one half inches high. They 
are simpler and less detailed than the larger 
pre-Columbian sculpture more often seen in 
galleries and museums. Dr. Weisman believes 
these were probably made for the common 
man rather than nobles or the wealthy upper 
classes. They may, therefore, he concludes, 
reflect more accurately than their larger 
counterparts, the life of the average man 
before the advent of the European. 
A view of the 
Weisman Collection 
exhibit in the 
Health Sciences 
Library 
PHYSICIAN, HOSPITAL and STUDENT SUPPLIES 
including-
BLOOD TESTING INSTRUMENTS 
CENTRIFUGES AND ACCESSORIES 
DISSECTING KITS AND INSTRUMENTS 
EXAMINING ROOM FURNITURE 
MICROSCOPES AND SLIDES 
STERILIZERS AND AUTOCLAVES 
SURGICAL AND DIAGNOSTIC INSTRUMENTS 
WHEEL CHAIR SALES AND RENTALS 
plus- a wide range of pharmaceuticals 
w. E. SAUNDERS LIMITED 
335 Richmond St. London, Ontario 
" Fine pharmaceuticals and surgical supplies since 1857" 
Canadian Association of Medical 
Students and Internes 
Encouraged by the successful operation of summer schools in Haiti in 1966 and lnuvtk 
in 1967, the Canadian Association of Medical Students and Internes (C.A.M.S.L) haa now 
planned a programme of " Summer Field Clinics" In Jamaica lor August 8 to September 
2, 1968, under the direction of M. Arseneau of Ottawa. 
Th is project will enable 70 Canadian medical students and internes to learn clinical 
medicine through assistance and active participation, along with Jamaican medical 
students, in c linics and hospitals In and around Kingston, Jamaica. 
The purpose of the Summer Field Clinics Is to enable Canadian medical students to 
develop a higher standard of Canadian citizensh ip, through personal contact with each 
other and people of other countries ; to Instill In Canada's future doctors an 
understanding of people, Institutions and developments at home and abroad; to allow 
the frae exchange of Ideas, medical and non-medical ; to provide the opportunity to 
students and the medical organizations of the host country to work together aa a unit 
in the practice of medicine. 
Students of either sex, between the ages of 18 and 25, who have completed at leaat 
their second year of medicine are eligible to apply for participation In the project, which 
includes a three-day orientation period In Toronto. The project, sponsored by the C.M.A., 
CIBA Company Umlted of Dorval , Quebec, A.C.M.C. and students, Ia designed to 
" promote learning through assistance and experience". 
For lull details, students shou ld contact thei r C.A.M.S.I. representative. Deadline date 
lor registration Is February 21 , 1966. 
QUERIES TO: Mr. R. L. Garnett, CAMSI Summer Field Clinics '68, 
297 Laurier Avenue East, Apt. 3, Ottawa 2, Ontario 
STUDENT DISCOUNT 
FORMAL 
WEAR 
"After Six" 
194 Wellington St., 438-2515 
RALPH M. CUMMINS 
OPTICAL 
Specializing in 
FILLING EYE SPECIALIST'S 
PRESCRIPTIONS 
CONTACT LENSES 
219 Queens Ave. 
at Clarence 438-8522 
THE 
U. W. 0. BOOK STORE 
A Book Display Assembled 
Especially For 
-Students 
-Faculty 
-Alumnae 
Playing Cards, Glassware, 
Mugs, Jewellery, etc. with 
U.W.O. Crest 
Somerville House - Mon. to 
Friday- 9:00 a.m. - 4:45 p.m. 
Phone 679-3531 
Triflurin(TrifluoperazineHCJ.) 
Butagesic (Phenylbutazone) 
Calnatal (pre-natal) 
Chlor-Promanyl 
(Chlorpromazine HCJ.) 
Nifuran (N itrofurantoin) 
MantJfact~~red By 
PAUL MANEY 
LABORATORIES 
Toronto, Canada 
MENTAL RETARDATION RESIDENCY 
LOCATION: Jointly sponsored by the University of 
Western Ontario and The Children's Psychi-
at ric Research Institute, London, Ontario. 
QUALIFICATIONS: License to practise medicine in the Province 
of Ontario. 
APPROVED: One year academic requirement in the 
specialties of pediatrics or psychiatry for the 
Royal College of Physicians and Surgeons 
of Canada. 
COURSES: Seminars and lectures in pediatrics, psychi-
atry, neurology, case counselling, biochem-
istry, cytogenetics, endocrinology, statistics 
and administration as these subjects pertain 
to mental retardation. 
CLINICAL: Supervision of therapy and guidance in 
parental counselling. 
RESEARCH: Opportunities for independent and joint 
research projects. 
For further particulars and salary apply to: 
Superintendent, Children's Psych iatric Research Institute 
Box 2460, Terminal 'A' London, Ontario 
The Ha11ilton Civic Hospitals 
(1500 beds) 
INVITES YOUR CONSIDERATION FOR 
ROTATING INTERNSHIPS 1968-1969 
Full particulars of the programme may be obtained from: 
The Director of Intern Education 
Hamilton General Hospital 
Hamilton, Ontario. 
water-dispersible, hypoallergenic, 
pleasant-tasting 
OSTOCO~ROPS 
Children relish the flavour of multivitamin OSTOCO Drops, 
and welcome their administration directly on the tongue, 
thus ensuring the most effective absorption. OSTOCO 
Drops provide the vitamins which are most important to 
infants and young children. Equally acceptable in formula, 
fruit juice or milk. 
E11ch 5 -drop dose (0.25 cc.) cont11ins : 
Vitamin A .. . . 2500 I.U. I Vitamin 81 .... . .......... . 1 mg. 
Vitamin 0 .... . . 400 I.U. Riboflavin (vitamin 82) . . . 0.6 mg. 
Niacinamide ............ . .. 4 mg. 
Vitamin C . . . . . . 30 mg. Vitamin 8& . . . . . . . . . . . . . . 0.6 mg. 
Dosage: Infants and children under 6 years of age, 5 drops 
daily ; children 6 years and older, 8 to 1 0 drops daily. 
Bottles of 8, 15, 30 and 50 cc., each with calibrated 
dropper for waste-free dosage. 
Full inform11tion on request. 
What we leave out of Surbex-500* is 
as critical as what we ~ut in. 
Surbex-500 contains no folic acid or 8 12. It does provide 
high-potency 8 -compound with 500 mg. of ascorbic acid. 
Folic acid , even in small doses. can mask a per-
nicious anemia. And Bt> is not well absorbed in oral 
form. That"s why we left them out of Surbex-500. 
We've combined therapeutic B-compound with 
a full half gram of C to st imulate rapid absorption 
and simulate injectable potency. And Abbott's ex-
clusive Filmtab" coating completely eliminates any 
d•sagreeable vitamin taste or odour. 
Economy? Surbex-500 can often take the place 
of 2 or even 3 conventional tablets. (Supplementary 
doses of C, for example, are rarely needed.) 
When you prescribe Surbex-500, Doctor, you pro-
vide replenishment with economy- and you do so 
in the easiest possible manner. 
E.c:h Surbex·500 Fl- con181M : 
Thiamine Mononitrate (8,) . 15 mg. 
Riboflavin (B,) . . 10 mg. 
Niacinamide . 100 mg. 
Pyridoxine Hydrochloride . 5 mg. 
Calcium d-Pantothenate . . 20 mg. 
Ascorbic Acid (C) . . . . 500 mg. 
Oess1cated liver, N.F. . 150 mg. 
Suppl1ed in bottles of 30, 100, and 1000. 
When needs are more moderate, prescribe Surbex with 
C. Abbott's 8-compound formula with 150 mg. of C. 
'Tradernatb regrstered Surbex-500 full information is available on request 
e:J AaaGTT L.A .• O.ATO·I- UMITaD MAUFAX · MONTREAL. · TORONTO · WINNIPEG . VANCOUVER 
A non-profit service 
to the medical 
profession ... 
THECBA 
COLLECTION 
OF MEDICAL 
ILLUSTRATIONS 
• Life- like illustrations by Frank H. Netter, M .D., the internationally famous 
medical illustrator • Concise, explanatory text by recognized authorities • Full-
color plates of anatomy and pathology • Cross-referenced index to each volume 
• Hard-bound, covered in green buckram, stamped in gold • Valuable as visual 
aids when explaining medical problems to patients, as a teaching aid, or as an 
aid to medical students. 
VOLUME 1- IERYOUS SYSTEM 
In 5 sections pi•• 1 bound-in 
Supplement on the hypoth1l1mus. 
1U pl1tes. 
Sold at cost- $! D. II 
Supple01ont seporltely-$1 .00 
VOLUME 3- PART I. 
OIGEmVE SYSTEM : 
UPPER OIGEST1YE TRACT 
In 7 settions. 172 pl1tes. 
Sold 11 cost-t1 5.H 
VOLUME 3- PART Ill. 
DIGESTIVE SYSTEM : UVER. 
IIUARY TRACT UD PAICREAS 
In 5 sections. 133 pl1tos plus 
a bound-in Suppl1011nt on New 
Aspects of Structure. Met1bolism. 
Di1gnostic 1nd Surgic1l Procedures 
Associ1ted with Cort1in liver 
Diseases. 21 pl1tes. 
Sold 11 cost- t1 Z.ll 
Supplt01ent seporately-$2.00 
VOLUME Z- REPRODUCTIVE 
SYSTEM- In 14 settions. 
233 plates. 
Sold 11 cost-t13.11 
VOLUME 3- PART II. 
DIGESTIVE SYSTEM : 
LOWER DIGEST1YE TRACT 
In 7 sections. 200 pl1tes. 
Sold at cost-$15.H 
VOLUME 4- EIDOCRIIE 
SYSTEII AID SELECTED 
II ETABOUC DISEASES 
In 10 settions. 2U plates. 
Sold at cost- •zz.ll 
8099 
Detailed information and order forms may be obtained from Cl BA Company limited. Dorval, Quebec 
